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An Address 
ON 
KINEPLASTIC AMPUTATIONS. 
Delivered on May 30th before the Royal Society of Medicine 
By ProFressor V. PUTTI, 


DIRECTOR OF THE RIZZOLI INSTITUTE AT BOLOGNA, 





MR. PRESIDENT AND GENTLEMEN,—It has afforded me 
great pleasure to be able to accept the invitation of the 
Royal Society of Medicine, and I appreciate the honour of 
speaking before this society on the subject of kineplastic 
amputations. I am convinced of the great advance which 
the conception of kinematisation will accomplish in the cure 
of the disabled men, and I am of opinion that all that refers 
to this new current of ideas, as well as to the store of facts 
related to them, ought to be placed at the disposal of the 
world at large. 

In briefly reviewing the fundamental theories of plastic- 
motors | (motor flaps), and pointing out the vast field that is 
thrown open to the ingenuity of orthopedic surgeons and 
mechanical engineers through the practical application of 
these theories, we venture to hope that our efforts may prove 
welcome to all those who, up to the present, have had no 
opportunity of studying this important scientific innovation. 

And doubtless these constitute the majority of my present 
audience, for, whilst in Italy the tireless work of propaganda 
undertaken by Professor Giuliano Vanghetti, the original 
exponent of these principles, has caused them to be amply 
discussed, closely studied, and experimented on—whilst both 
German and Austrian scientists have been actively working 
to obtain the most practical application of these theories 
the medical literature of France, England, and America 
contains very few, if any, allusions to the subject. 

In order not to try your patience further, I shall content 
myself with outlining the fundamental principles upon which 
the theory is based, with pointing out, as briefly as possible, 
the various ways in which it can be put into actual practice, 
and I will close with a short statement regarding the 
technique and its attendant results. 

The possibility of being able to utilise the functional 
resources of the stump so as to convey movement to the 
artificial limb was an idea that first came to Dr. Vanghetti in 
1896, at the time of Italy’s second expedition into Abyssinia, 
when those of our soldiers who had been taken prisoners by 
the native forces under the Negus were cruelly tortured and 
mutilated. 

Dating from that period Dr. Vanghetti wrote and pub- 
lished innumerable articles, wherein he developed his theory 
of what he had now named ‘‘ kinematic amputation,” amply 
describing the origin of his idea and the various methods 
by which it could be practically applied. Unfortunately 
as a practising physician Dr. Vanghetti was unable to put 
his theory into practice. He was therefore forced to resign 
himself to endless delays before he succeeded in convincing 
the surgeons of the great value and practical possibilities of 
his theory and obtaining their codperation. ‘This was the 
principal reason why, prior to the war, the number of cases 


of kineplastic amputations did not exceed twenty. 
KINEMATISATION. 

Before going any further, I should like to describe, as 
briefly as possible, the fundamental principles of the theory 
of kinematisation and the so-called plastic-motors (motor 
flaps). 

Dr. Vanghetti has given the name of kinematic plastics, or kine- 
plastics, to any kind of bloodless or operative plastics that tends to 
economise, restore, or substitute muscular masses which can be 
employed towards imparting direct and voluntary movement to an 
artificial limb. 

The word kinematisation was formerly used to indicate the kineplastie 
operation : it was subsequently applied to every kind of kinematic 
artificial limb, and, finally, to the active and precocious mobilisation of 
such muscles as are involved in kineplastic operation. 

Every moving entity obtained kineplastically, whether bloodlessly 
or operatively, is called plastic-motor (motor flap). 

These motor flaps are based on the following genera] principle: In 
an actual, or antecedent, amputation or disarticulation, the tendon 
and muscle, provided they have the necessary physiological protection 
(skin, vessels, nerves, &c.) can generally be used for the kinematic 
1 Professor Putti uses the term ** plastic-motor” to denote the living 
part of the apparatus that moves the artificial limb. We suggest the 
term ‘* motor flap” as possibly less open to misconstruction, 
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prosthesis, provided that they admit of the formation of an artificial 
point of attachment, to be protected in a similar manner. Kinematisa 
tion can be effected, or prepared for, at the time that the primary 
amputation is made; it can also be done on stumps that have already 
healed. 


Motor flaps may vary as to their number, position, shape- 
and function. 


Without entering into too detailed a description of the numerous 
varieties, I will limit myself to stating that, up to the present, as 
regards their shape, the most elementary, and the most commonly 
used, are the clava and ansa motors, and also those ubtained by means 
of the canalising, or tunnelising, of the muscular masses. 

As regards the number, the motor can be single, double, or 
multiple; in function it can be either wnimotor or plurimotor. Whe 
the motor is made to execute two opposite movements in successior 
one to the other it is called alternatire According to the position 
they occupy motors are either terminal, when placed at the extremity 
of the stump, or extra-terminal should they be placed in the continuity 
of the stump. 

Up to the present the upper limb has been the part that has been 
the most frequently kinematised, but the number of successful cases 
of kinematisation of the lower limbs is daily increasing. 


TECHNIQUE. 


The foregoing description of the general principles of 
kinematisation and the explanation of the nomenclature 
necessitated by the novelty of the argument will contribute 
towards a better comprehension of what Iam about to say 
on the subject of the practical and technical application of 
the theory. 

It is evident that the application of kinematisation must 
entail a radical upheaval of all preconceived notions regarding 
the ordinary methods of amputation. 


Those principles that have been obstrved in the performance of 
amputations according to prosthetic criterions, which had already 
caused a revolution in modern surgery, must again be subjected ti 
modifications in order to ensure the preservation of the greatest 
possible ameunt of the original bone and also of the residual motor 
masses and integuments, as these must necessarily be used for the 
preparation of the motor flap. 

In cases where it is practically impossible to perform primary kine 
plastic operations, as, for instance, at the first-aid dressing stations in 
the full stress of battle, the surgeon can, at any rate, always so operate 
as to prepare the ground for a future kimematisation of the stump. 

Skin flaps, muscular insertions, various bone and tendinous frag- 
ments and segments of limbs, which would seem utterly superfluous 
under ordinary circumstances for the preparation of ordinary stumps, 
are to be considered of the greatest value in view of the future 
kineplastics. 

In order to prevent the possible loss of these elements and of these 
materials whilst the stump is undergoing the process of healing it is 
best to take certain special technical precautions to avoid the retrac 
tion of the softer tissues; this ought to be done, however,in such a 
way as not to hinder the ordinary dressing of the wound. 

When the inflamination has decreased, and further complications are 
no longer to be feared, the time has come when the actual kinematisa 
tion may be proceeded with—that is to say, the preparation of the 


motor flap. 
The Motor Flap. 


A motor flap, in order to correspond with the object for 
which it is made, must conform to the following require- 
ments : 


1. It must possess every requisite for withstanding a firm, resisting, 
and painless grip, also a traction that, in not a few instances, may 
attain a high degree. 

2. It must be provided with a sufficient amount of functional mus- 
cular tissue to guarantee the accomplishment of the task that will be 
demanded of it. 


Now the primary conditions 
requisites are :— 

1. That the motors be covered with skin in perfect condition, wel! 
nourished, and provided with a normal degree of sensibility. 

2. That, with regard to its shape and dimensions, the motor be of a 
size suitable for the fastening of the hooks, wings, and rods that are 
destined to transmit the functional movement to the artificial limb. 

The muscular masses must be sought for and obtained 
from amongst those of which the stump still disposes, and 
that, on account of their anatomical structure and physio- 
logical disposition for the production of broad, strong, and 
independent contractions, are best adapted to the task 

In the choice and distribution of these the fundamental! 


principles of the physiology of movement must be thoroughly 
observed and respected. 


As the tendon is the element best adapted for the transmission of 
muscular contractions, it must be largely employed for the formation 
of motor flaps. 

Should the tendon be missing the muscles must be utilised elther Ly 
including muscular bundles within the terminal motors or by tunnelising 
the muscular masses in order to obtain extra-terminal motors. 

The antagonistic powers, indispansable to all active movement, must 
be provided either from the stump itself, by the formation of motors 
with elements belonging to muscular groups of opposite action, or fron 
the artificial limb by means of elastic resistance in the opposite direction 
to the resistance offered by the motor flap. 

With a view to gaining both space and integuments it may be advan 
tageous, at times, to shorten slightly the bony stump and to perform 
excision of superfluous muscular masses ; this, however, depends upon 
the Lone being sufficiently long to allow it. 

Z 


for obtaining the first 
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In order to provide such materials as may be missing in loco recourse 
may be had to the numerous methods that modern plastic surgery 
places at our disposal, as, for instance, skin, muscular, aponeurotic, or 
osseous transplantations, &c. Arthroplastics, with the interposition of 
aponeurotic flap, may be utilised so as to render mobile those stump 
segments which, through stiffness and ankylosis, have become unusable. 
By these same means neo-arthrosis can be created in the continuity 
of the stump, thus giving the motor flap the power to develop a 
leverage action. 

Improved Results. 


The kinematisation of the thigh stump enables us to solve one of the 
most difficult prosthetic problems—that of gaining active power over 
the knee-joint. With the ordinary artificial limbs the knee extension 
is obtained either by means of springs or of elastics, absolutely inde- 
pendently of the will of the patient, or else through tensors which he 
directs by means of auxiliary movements of the trunk and shoulder. 

In some cases we have carried out successful experiments with the 
quadriceps kinematisation; in this the stump itself cau control 
voluntary extension of the knee, and is enabled to restrain flexion. 
(This is illustrated by the two patients shown in Fig. 1 and Fig. 2.) 

Asa result of kineplastics we are now able to utilise those stumps 
which, up to the present, had always been held as incapable of func- 
tional movement, as, for instance, the carpa! stumps, the very short 
forearm stump3;, and the disarticulation stumps. 

The surgeon who, in the case of shoulder disarticulation, succeeds in 
sparing the deltoid and pectoralis major, in covering these muscles 
with skin, and in finding means for creating a point of attachment may 
be congratulated on having preserved for the benefit of the mutilated 
man a precious functional capital. 

With regard to the difficult problem of utilising short forearm or 
short leg stumps, the solution will be enormously facilitated through 
the preparation of points of attachment that correspond to the inser- 
tion of the biceps and patella tendons. 


ILLUSTRATIVE CASES. 


{The speaker here showed some plaster casts which repro- 
duced various types of amputation stumps wherein he had 
prepared different kinds of motor flaps. | 


The first mode! represents the stump of a forearm in which there are 
two terminal motors, one formed with the tendons of the flexor 
muscles, the other with the tendons of the extensor muscles; it was a 
case of disarticulated wrist-stump already completely healed. Aiter 
having excised about an inch and a half of radius and of ulna, I 
prepared two cutaneous flaps, each of which served to cover the two 
principal groups of tendons in the forearm—that is to say, the flexor 
and extensor tendons. I obtained thus two sets of fingers, of which 
one is controlled by the flexor muscles, the other by the extensor 
muscles. 

Transmission of their contractions to the artificial limb I obtained 
by means of metal rings covered with vulcanised rubber; these 
were placed at the base of the fingers, and gradually tightened, 
and to them I joined the artificial motors of the hand. The stump was 
thus enabled to give independent flexor and extensor movements to 
the artificial hand. 

This second model is that of a forearm stump with the same charac- 
teristics as the one just described—that is to say, it has two plastic flaps 
controlling the flexor and extensor movements. 


In cases where it is not possible to dispose of sufficient 
material for the construction of two motors, we must limit 
ourselves to the preparation of a single one. [In this 
instance the antagonistic movement in the artificial limb is 
obtained by means of a spring or of an elastic. But these 
are not the only types that now exist of plastic motor flaps. 


Amongst the models that are here before us, I have prepared a so- 
called ansa motor. After having shortened sufficiently the radius and 
the ulna I prepared the tendons of the flexor and exvensor muscles, 
gathering them together in such a way as to form a ring or loop, which 
| afterwards covered with skin. Whenever the disabled man contracts 
either of the two muscular groups, this ring or loop displaces itself 
alternately either in a flexor or in an extensor sense. In view of what 
I have said already, it is needless to demonstrate the manner in which 
the motor flap is able to transmit the contractions to the artificial limb. 


Provision of Osseous Support. 


The motor flaps that I have described up to now include 
the soft tissues only of the stump. In order to give greater 
consistency an osseous support can be provided. Examples 
of this type are shown on the models I am now demon- 
strating. 

The first is the reproduction of a wrist stump, in which I formed a 
pseudo-arthrosis, excising from a third toa fourth of an inch of bone 
from the continuity of the radius and ulna, and then interposing a 
double flap of fascia and muscle between the superficial parts of the 
section. I was thus able to obtain an artificial wrist having all the 
movements with which, normally, the wrist is provided, for the 
muscles and tendons that cause tnese movements had been, for the 
greater part, preserved. 

I performed a similar operation on the stump of an arm. Having 
detached a fragment of bone from the extremity of the humerus at the 
height of about one inch, I interposed a muscular flap between the 
severed sections of the bone. Thanks to the neoarthrosis, the stump 
can make fiexor and extensor movements, for to the piece of severed 
bone the muscular bodies of the biceps and of the triceps are still 
attached. 


Method of Tunnelling Muscular Bodies. 


I believe that these examples sufficiently show the 
principal types of terminal motors. 

As regards their preparation it is nearly always necessary, as I have 
said, to sacrifice a certain quantity of the bone. But it can be done 
without compromising the iength of the bone. {Models were shown 








demonstrating how the speaker obtained a few of these motors by 
directly tunnelising the muscular masses. | 

In a forearm stump I prepared the group of the flexor supertficialis, 
preserving its normal cutaneous envelope. By means of a skin plastic 
I next covered with skin the space comprised between the superficial 
flexor and the deep flexor, thus forming a canal completely lined with 
skin. During the period that the wound was healing I maintained this 
canal open constantly by means of arubbertube. «nce the cutaneous 
wounds had healed I substituted for the rubber tube a metal rod 
covered with vulcanised rubber. This little rod serves as point of 
attachment for the cords that are used to convey movement to the 
artificial hand, FolloWing each contraction of the flexor muscles this 
small rod displaces itself in a proximal sense, thus serving to give 
movement to the fingers of the hand. 


The arm and thigh stumps are better adapted to this style 
of kinematisation than the forearm. 


In the two models I now show you we find reproduced two stumps 
of the lower third of the thigh, in which I bave prepared a canal 
which is placed horizontally and to the full depth of the quadriceps a 
little above its insertion into the patella. Withiu the canal I introduced 
a skin flap folded back over itself in such a way that the cutaneous 
surface is turned towards the lumen of the canal. The tunnel thus 
formed is entirely lined with skin and can withstand, free from any 
danger of being damaged or causing pain, the presence of the metal rod 
that serves for the transmission of the extensor movement to the 
artificial leg. (See again Figs. 1 and 2 ) 


Tolerance of Mechanical Attachments. 


At afirst glance it may appear strange that these mechanical 
attachments can be tolerated so easily. 


Experience has proved, however, that if the motor flap is well placed, 
if the skin that covers it is healthy, and if the wounds are absolutely 
healed, neither the rings nor the rods cause the slightest harm. When 
the cl .va motor is sufficiently long, and its head is la-ge enough, the 
ring surrounding the neck of the clava need not be tightened to the 
extent of interfering with the blood-supply of the flap Besides, each 
ring is provided with a screw by means of which the disabled man may 
himself regulate the pressure. 

In canalisation motors if the tunnel is well lined with skin, the 
metal rod causes neither harm nor pain. The disabled men get so 
accustomed to it that they leave itin place even auring the night. 
It is necessary that the rod should be removed once every 24 hours, in 
order to clean it with alcohol, and lubricate it with vaseline. I have 
observed that the skin within the canals gradually acquires the 
property of throwing off sebaceous matter in greater quantities than 
is normal, thus itselt lubricating the canal. 


Another point deserving of discussion refers to the sensi- 
bility of the motor flaps. 


Professor Amar hasshown, by means of most interesting pnysiological 
researches, that the superficial and deep sensibility aid the muscular 
sense ot the stump are, at first, shortly after the amputation, greatly 
altered, but with the passing of time not only recover, but finally 
attain a degree of sensibility even more than normal, provided the 
stump un ergoes the proper functional training. 

I have noted that the same thing happens with kinematised stumps. 
One of my patients on whom I operated over a year ago, is now able to 
appreciate, with considerable exactitude. the difference in the size and 
weight of the articles which he seizes with his artificial hand. 


The functional results to be obtained from a motor flap 
depend on numerous factors, but most especially on the 
kinetic powers of the muscular masses of the stump, on the 
manner in which the surgeon was able to utilise them, and 
on the functional use which the motor has to undergo. To 
give a clear conception of the amount of work done I may 
state that amongst the operations performed by me, the 
power of the motors ranges from 10 kilogramme-centimetres 
at the lowest, to 100 kilo.-cms. at the highest. For a motor to 
be of practical use, it must be able to shorten not less than 
one inch. In the case of a thigh stump I have obtained 
one motor that contracted to the extent of two and one-fifth 
inches, lifting a weight of 44 pounds. 

My time is too limited to permit me to dwell at length on 
the surgical technique of kinematisation. 


SUITABILITY OF CASES. 
I have only described the principal types of motor flaps. 


The genius and the ability of the surgeons will find here a vast field 
of action. Naturally, it is not possible to treat all amputated stumps 
in this manner. The ones best adapted to it are those that dispose of 
healthy muscular masses, that are provided with the normal inner- 
vation, and that possess an ample contractility. The stumps that have 
rigid or ankylosed joints, that are covered by ski. that does not glide 
easily, being adherent or crossed by scars, cannot supply satisfactory 
motor flaps. 

The age as well as the moral and intellectual condition of the patient 
are also important. The best age is one ranging from 20 to 30 years. 
The disabled men that suffer from deficient mental development, or 
do not appear to be ready to follow with patience and as-iduity the 
period of time during which the stump must undergo the necessary 
functional training, ought not to be operated upon. 

As « matter of facc, it is not assumed that kinematisation invariably 
demands acutting operation. There are stumps whi h are already 
formed, and are endowed spontaneously with kinematic resources, 
and which, wisely employed, could be utilised for transmitting move- 
ment to the artificial limb. 

I will content myself with mentioning the wrist and forearm stumps 
in which rotary movements are preserved. and the arm and forearm 
stumps that possess a terminal hood having a development and con- 
tractility sufficient to ensure a good grip 
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inematisation as applied by Professor Putti to an Amputation Stump of the Lower Third of the Thigh. 
Fic. 1. Fic. 2 




















Iwo patients are shown whom quadriceps kinematisation has enabled to control voluntary extension of the knee. The 
particular method here employed is a terminal tunnelised plastic-motor or motor flap. 


ARTIFICIAL LIMBS. upon to close the hand. The third hand is prepared for a stump 
, ? —— that possesses a do ible motor. The movement of closing and opening 
W hatever type of motor flaps may be chosen, it is a0 | the fingers is exclusively controlled by the two motors. 

essential condition that the artificial limb be adapted in| Forearm.—The appliances which I now show you represent various 
a manner suitable to their power, number, and shape. | types of artificial limbs for forearm stumps. 1 beg you to consider 
to what an extent the construction of the artificial limb is simplified 
by the possibility that now exists of being able to utilise the intrinsic 
powers of the stump. The mechanical contrivances that serve for 
a the ow og are — pg tg by cords, oo levers, —_ 
we 4 A ee. ee 1e springs which have, up to now, been used for conveying movemen 
with % amg: me! — - ee ee rye — | to the hand by utilising the movements of the elbow and of the 
Har xin. vin te pret sash “ b ne me ithe ods A rs fan ve sg v1 | shoulder are completely done away with, The disabled man can open 

rab ag * 7 a ee wen tg y by yen 4 : pom ste ye ste | or close the fingers in whatever position the limb may find itself. 
ed orgy ig lag oR age og By Geet on ba pee ae | Even the workman's tools can be used in a practical way by the 
pa te xh 3! $ have be ¢ TT 1 or = - th ‘ f ated va | kinematised stump. The clamps which I am showing you, and that 
iy iaaiet Wands ae ee oe ee eo | you will presently see in actual use by one of the disabled men that 


will be shown in the kinematograph, were specially manufactured for 


I will now. if you will allow me, demonstrate a few | mechanical work. (These clamps are shown in Fig. 3.) 
vy ¢ i . . é é ow SOTTT TSG 
specimens of artificial limbs that were specially constructed RESULTS. 
for kinematised stumps. I would like to say one word more with regard to the value 
of kineplastic results. I must premise, however, that no 


Hand.—Of these three hands, the first and the second serve for | : ig sci > : 
tumps that are supplied with a single motor flap. In one of these | final judgment Is yet possible on the subject. 

the contraction of the motor is used for opening the hand, which is Although the actual idea was conceived over 20 years ago, kinema- 
kept closed by means of a spring; in the other the motor is called ' tisation has been applied on a large scale only since the beginning of the 


The question of kinematic prosthesis is so vast, and still so new, that 
t deserves a special study all to itself. 
This study is now fotlowing a gradual development, and will bring 


Fic. 3.—Kinematisation as applied by Professor Putti to a Forearm Amputation Stump. 
PL . } 

















\ terminal plastic-motor or motor flap has been formed from the forearm muscles ; this flap has been tunnelled to contain 
a rod to which are attached the cords actuating the clamps on the tools. This is the form of ki: ematisation which has 
been found best adapted to mechanical work. Comparing the clamp with a crab’s claw, the fixed prong is part of the 
prosthesis rigidly attached to the forearm. while the movable prong Is activated by the motor flap 
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war. The very few cases of these types of oper.tions that were per- 
formed prior to the war—almost exclusively by Italian surgeons —had 
given sufficient proof as to the feasability of the methods, but they had 
not provide enough elements to enable us to judge with regard to their 
practical usefulness. 

Only since the beginning of the war, when the necessity of giving 
practical aid to the tragically large army of disabled men came to the 
tore, were our surgeons convincei of the expediency of testing the 
principles and methods of kineplastic surgery. We are yet at the 
very beginning of this new scientific movement, and the majority of the 
surgeons of the Allied nations have not, as yet, contributed to it. 

The German surgeons have followed Sauerbruch’s example, and 
although th-y have created an admirable scientific organisation they 
have limited themselves to the repetition of a single type of motor flap. 
Consequently, in analysing the results obtained by them, we can form 
but a partial judgment of the practical value of sainematisation. The 
number of operations performed by Italian surgeons is probably less 
than those done in Germany, but the variety of the motors experi- 
mented upon by us is certainly greater. 

It is easily understood that, for the moment, it would be impossible 
to make a synthesis of such a variety of facts 

I therefore believe that it will prove of greater benefit, in 
discussing the results that have been obtained, to consider 
the question solely and exclusively from the point of view of 
my own Cases. 

These consist of about 50 cases of kinematisation of the upper and 
lower limos, either primary or secondary; they were obtained by 
means of the preparation of motor flaps of various types, and in each 
case there followed the application of an artificial limb. The functional 
value of the motors was studied according to dynamographic and dyna- 
mometric metnods, whilst their practical capacity was verified in the 
actual use of the artificial limb. 

At tha Istituto Rizzoli I have at my dieposal a large workshop for the 
construction of artificial limbs, so that I have been enabled to study 
kineplastic prosthesis as well; this. as I have said already, constitutes 

ne of tne most import ant sides of this complex question. 


The researches that have been made in our Institute have 
brought me to the following conclusions: 

1. Tne practical results that have been obtained through 
kinematisation have assured me that the hopes placed in the 
principles and methods of the modern theory of motor flaps 
are thoroughly justified. Kineplastics are entitled to be 
placed amongst the most brilliant of the discoveries of 
orthopedic surgery, deserve to be accepted with perfect 
confidence, and to be tested on a large scale by all those 
whose aim it is to restore to the disabled man his functional 
activity. 

2. The preparation of motor flaps is a well-defined 
surgical act that must be performed in accordance with 
its own special technique, the methods of which have 
already stood the test of experience. 

3. From a physiological point of view motor flaps are 
actually capable of giving both the quality and quantity of 
action determined by the muscular masses that actuate 
them. Yet, practically considered, motor flaps will be able 
to yield the full measure of their value only if the artificial 
limb is perfectly adapted to their shape and their strength. 

4. As the principal aim is to attain the vitalisation of the 
artificial limb, it is essential that the surgeon and the 
mechanic should work in harmony in order to solve satisfac- 
torily this most interesting, if difficult, problem. 








METHODS OF GENERAL ANASTHESIA IN 
FACIAL SURGERY. 
By R. WADE, M.R.C.S8., L.R.C.P. Lonp., 


LIEUTENANT, R.A.M.C,; AN#3STHETIST TO QUEEN'S HOSPITAL, SIDCUP. 


THERE are two main difficulties in anesthesia for opera- 
tions on the face and lower jaw: (1) Maintenance of good 
airway ; (2) difficulty of avoiding interference with aseptic 
technique and field of view of surgeon. In September, 1916, 
Colonel J. F. W. Silk suggested that cases in which blood 
was likely to find its way into the mouth during operation 
should be anesthetised in the sitting-up position. This was 
at once found very satisfactory. I have anzsthetised in this 
way nearly 300 patients, and there have been no bad after- 
effects or complications. Daring the last five months we have 
endeavoured to form an opinion as to which of the following 
methods of administering chloroform or ether to the various 
types of cases give the most satisfactory results. 

Mode of preparation and induction.—This, for all methods 
except oil ether, is as follows : 

Patients prepared In usual way, but without preliminary hypo- 
dermic injection of morphia. Atropine, gr. 1100, balf hour before 

nduction. I first tried a series of cases with morphia gr. | in addition 
to atropine; ani then another series with atropine alone. The patients 
in latter series were certainly in better condition after operation; and 
[eould not persuade myself that induction was much quieter, with 
morphia injection. I always induce anesthesia with chloroform, using 





ordinary mask and drop-bottle, very often changing to mixture 
chloroform and ether before patient is under. 


The following is the technique employed in the seve 
methods : 
In the Lying-down Position. 


1. Chloroform, C.E., or ether, by Shipway’s warm eth« 
apparatus. 


When patient is under, a small-size Hewitt’s airway is introduced int 
mouth, then a small, bent metal tube is connected to rubber tube fr: 
Shipway apparatus. End of metal tube is placed just inside mouth 
Hewitt’s airway. By this means it is possible, in majority of cases, t 
use a mixture of chloroform and ether and to keep patient under wit 
one compression of bulb in every three or four inspirations. The ana 
thetist sits at one or other side of operating table, and, if necessar 
can hold up patient’s chin with one hand beneath towels, whilst havin; 
other hand free to work bulb of apparatus. 

This method is useful for short operations when airway is good, a: 
not likely to be interfered with by blood and mucus. It can be use 
in such operations as eye plastics, cheek plastics (not involving ora 
cavity), epithelial inlays. 

Contra-indications.—Plastics involving oral or nasal cavities. Opera 
tions on jaw (owing to possibility of interference with asepti 
technique). 

2. Sterile anesthetic. 

This method was especially devised for such operations as wiring ar 
bone-grafts in lower jaw. When patient is under the anesthetist 
washes up in exactly same way as surgeon, while someone else carrie 
on with anesthetic. When necessary preparation of site of operation 
has been completed the anesthetist, in sterile face-mask, gown, and 
gloves, continues anesthetic with sterilised drop-bottle and mask 
The mask is held in position beneath towels in one hand, and chloro 
form or C.E. dropped on to upper surface of towel with other. The 
hands may not be changed during operation. 

In these cases the jaws are firm'ty splinted together in closed bite 
position. I have never experienced any trouble from tongue falling 
back; laryngotomy instruments are always ready. but it has never 
been necessary to use them. Lately our dental surgeons have fitted 
splints which are joined together with screws, so that in cases 0! 
emergency the jaws can easily be separated. 


3. Intratracheal administration of warmed ether vapour. 

Owing to necessity for economy in ether it is not justifiable to use 
the open-et her method of induction in these cases, although I believe it 
to be the best. I think the catheter is more easily passed by the direct 
method with patient's head and shoulders on same level—i.e., without 
having the shoulders raised, as is sometimes clone. 

Tnis method is particularly useful for plastics involving the nas 
and bue al cavities. 

Contra-indications.—1. Contracted mandibular arch through loss « 
bone. 2. Trismus from various causes. 3. Jaws splinted together 
4. Contracted mouths from gunshot wounds or burns. 5. Extensiv: 
lip plastics on account of interference with surgeon's manipulations. 

Disadvantagex.-—\. Blood frothing up during expiration, especially 
in intra-oral and palate operations. 2. Occasional spisms of larynx or 
introduction of catheter (probably owing to faulty technique). 

4. Kahn's tube 

This is useful for the same sort of cases as the intratracheal, with the 
exception of any lip plastics where its bulk precludes its use. In cases 
complicated by loss of bone in lower jaw where it is impossible to pass 
intratracheal catheter, this instrument 1s availab e either as a means of 
giving the anesthetic, or merely to act as an airway when oil ether i 
admin'stered per rectum. 

Disadvantages of technique.—l. The larynx may be small. 2. Possi 
bility of injury to larynx. Great care should be exercised during 
introductiun. I have seen one or two cases of slight laryngitis after 
its use. 


5. Oil ether per rectum. 


Peeliminury preparation.—These patients should have saline aperient 
on morning of day previous to operation, also dose of castor oil same 
evening. The following morning a simple enema is given, and rectum 
well washed out. A hypodermic injection of hyoscine gr. 1/100 
morphine gr. 4, atropine gr. 1/150, should be given half hour before 
patient is brought to theatre, when the oil ether is immediately 
injected in a quiet and darkened anzsthetic-room as nearly as possible 
one hour before operation is timed to start. 

I have tried two mixtures: (1) Ether 6 oz., olive oil 2 0z. ; (2) ether 
5 oz., olive oil 2 oz., paraldehyde 2 dr., and have come to the concluston 
that the second gives the better results. The mixture is run in slowly 
through a funnel and tube attached to a soft rubber catheter. Catheter 
must not be passed more than four or five inches into rectum. Patients 
complain of less discomfort, if mixture be slightly warmed before 
introduction. I have only had one case in which injection was not 
retained. 

If necessary it 1s better to give chloroform or C.E. rather than ether 
as additional in these cases. If ether alone is given pstient is more 
likely to have some bronchitis as after-complication; this applies 
especi«lly to operations lasting for two hours or longer. 

I omediately on patient's arrival back to ward rectum Is very 
thoroughly washed out with warm water until no smell of ether can 
be setected, and no drops of oil seen in wash-out. I have noticed that 
after long operations (over two hours) there has been some intestinal 
paralysis, which causes difficulty in washing out rectum, and subse 
quent abdominal distension and constipation. These effects are best 
treated by a hypodermic injection of picuitrin 4-1 c.cm. 

There is no doubt that this is a very valuable method of 
anesthesia for many operations in plastic surgery. 

This is owing to its adaptability to surgeon’s convenience during 
operation and on account of comparatively mild after-effect to patient 
Another point in its favour is that airway is very rarely obstructed by 
tongue. 

Wirth regard to after-effects, the great drawback is length of time that 
patients take in coming round from anesthetic. This may be anything 
from two to four hours. But, on the other hand, vomiting is either 


absent, or only occurs once or twice; and patients themselves feel 
better than after an ordinary anesthetic. As to local complications in 
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ctum, in a series of 100 cases, there have been two patients who had 
ight bleeding and a few have complained of pain for two or three 
ysafterwards. So far there have been no cases of proctitis. 
This me thod ts practically suitable for the following cases 

1) Bone operations on lower juw.—(a) Because anesthetist does not 
terfere with surgeon ; ()) vomiting is very distressing for patient 
ho has had part of one of his ribs removed; (c) on account of length 
yperation. 

2 Cartilage implantations when portion of rib cartilage is removed. 
3) Very long plastic operclionse(e.g., for extensive burns); there is 
s shock. 
4) Cases which, froin previous experience, are known to suffer from 
cessive vomiting after other methods. 

yntra-indication Operations where blood is likely to find its way 
to pharynx, except when this can be preventei by introducing a 
t-nasal plug or Kabn's tube and packing. 


In the Nitting-up Position. 


(A) Chloroform or C.E. and oxygen by Shipway’s warm 
ther apparatus 


This was the method advised by Colonel Silk in September, 1916, and 
ie technique is as follows :— 

An operating table must be obtained which will allow of head-piece 

ing raised almost to perpendicular to form ‘‘ back” of chair. To top 

this is fixed some kind of adjustable head-rest, to which the patient's 
ead can be bound with flannel bandage. Patient sits on table and 
duction is carried out with mask and drop-bottle. When patient is 
der, hie head is firmly bound to head-rest and anesthetic is then 
ntinued as follows 
An oxygen cylinder is connected by means of rubber tube to one 
arm of Y-shaped metal connexion. To other arm is attached hand 
bulb belonging to Shipwav warm ether apparatus, and from stem of 

e Y a rubber tube conveys either oxygen or air to Shipway apparatus. 
This arrangement economises use of oxygen. If patient shows signs 
f coming round during operation, amount of anwsthetic may be 
increased by passing air as well as oxygen through apparatus by means 
fhand bulb. The oxygen is allowed to bubble through chloroform or 
hloroform and ether at required rate 

The mixture of anesthetic vapour and oxygen is led to patient 

rough piece of rubber tubing sufficiently long to reach from level of 
rdinary anesthetic table to top of patient's head; to latter end of 

tubing is attached No. 10 soft rubber catheter, which either is passed 

»wn one or other of nasal passages as far as upper part of pharynx, or, 

al conditions rendering this impracticable, it may be introduced 
ito mouth through suitable metal tube 

Patients anesthetised in this position seem to require less anwsthetic 
than when lying down. There is a risk of their vomiting during 
peration, and oecasionally they have to be let down owing to 
faintness; both these are very exceptional. This position increases 
physical strain on surgeon, but on the other band, it has three great 
vivantages. It gives him an excellent view of patient's features there 
s less bleeding, and, in the very large majority of cases, he has no 
nxiety concerning airway. 

Long operations are no contra-indication to this position. I have had 
nany tasting three hours, and one just over four, and the patients 

ave nearly all been in good condition when operations were finished 

1d eid not suffer from any bad after-effects. 

"This method of anesthesia is particularly suitable for large plastic 
perations on lips and cheek plastics involving mouth. It is also useful 
vt ere there is great loss of bone in mandibular arch. 

(B) Oil ether per rectum. 

The preparation and induction are exactly the same as in Method 5 
bove. The patient is placed on operating table on his back. Care 

vuld be taken to ascertain that he is well under, otherwise some 
ulditional anesthetic should be administered by means of mask. 
When required depth ot anesthesia is reached *‘ back” of table is 
1ised to perpendicular by easy stages. Additional, anesthesic, if 
equired, is given in same way as above (sitting-up position, A). I have 

ily tried it four times, but although results in these cases were quite 
tisfactory I cannot yet say whether it has any great advantages 
SUMMary . 

From the ansthetist’s point of view plastic operations 
may be divided into two main groups: those in which blood 
finds its way into the airway, and those in which it does not. 
I have endeavoured in the following table to give a list of 
the various types of operations, together with the method of 
1dministration which we consider suitable for each case. 
Where there are alternatives the first is preferable : 

Types of Operations. Methods oj Anwsthesia 

ye plastics .. -«- Chloroform or C.E. Shipway. 
with cartilage implan 4 Chloroform or C.K. Shipway. Oil 

tations Y ether 

Vose plastics 
Cartilage ee fore 
head ... ; 
Bringing down ose : ; ’ on ether, intratracheal. 

c) Where nasal cavity isinvolved Oil ether, Kahn's tube. 

) Where nasal cavity is not \ Chloroform or C.B. Shipway 


involved 
sc or C.E. and oxygen, sitting up. 
} Intratracheal. Oilether, sitting up. 


‘ ¢ Oil ether. 


Lip plastics 
heek plastics 
\ Intratracheal. C. or C.B. and 
oxygen, sitting up Oil ether, 
' sitting up. 
Chlerotorm or C.E. Shipway. 
Intratracheal. Kahn's tube. 


a) Involving oral cavity 


b) Not involving oral cay vity 
Cc hin plastics... 
Jaw operations— 
(a) Wiring fractures 
(6) Bone graft ... as 
(c) Kither of above with jaws / 
splinted together 
textensive burns of face 


Oilether. Sterile anwsthetic. 
Oilether. Sterile anesthetic. 
, Sterile anesthetic 

Oil ether. 


SO-CALLED FUNCTIONAL SYMPTOMS IN 
ORGANIC NERVE INJURIES 
By JOHN 8. B. STOPFORD, M.D. Mancu , 


LECTURER IN ANATOMY, UNIVERSITY OF MANCHESTER 


( Report to the Medical Research Committee. ) 


Ir is not very uncommon to see patients, with an 
undoubted organic injury of a peripheral nerve, who also 
exhibit functional symptoms. Babinski’ has suggested that 
the functional manifestations are produced by faulty treat- 
ment at the front and medical suggestion, but it is my 
endeavour in this paper to show that in a large proportion 
at any rate there may be another explanation. It would 
indeed be surprising if patients, who had been subjected 
to the prolonged strain of emotional disturbance in the 
trenches before being wounded, should not display the effects 
of this experience when their wounds are healing 

Clinically it is convenient to divide these mixed cases 
into two groups. 


I. Cases in which the Functional Element Predominate 


In this group the functional element predominates and 
consequently there is grave risk of the case being diagnosed 
as purely hysterical, since the organic part can be overlooked 
in a perfunctory examination. To prevent this error the 
necessity to investigate the faradic response of all the 
affected muscles is apparent. ‘The following is a good 
example of this group 


Casr 1.—Gunshot injury of left shoulder, bullet entering posterior 
axillary fold and passing out in vicinity of third part of axillary artery 
which had to be lgatured immediately. When examined three months 
later patient was unable to abduct arm voluntarily at shoulder or flex 
elbow to any appreciable extent; only very slight movement of wrist, 
fingers,andthumb. Atrophy of flexors in forearm and thenar muscle 
in hand was considerable; no ovvious wasting of other muscles on 
comparing them with those on sound side. 

He complained of a persistent burning pain in hand, worse at night ; 
this, together with appearance of palm, suggested thermalgia? of mild 
degree. Anwsthesia of ‘* glove” type, limited proximally by line drawn 
transversely round middle of forearm. 

On testing muscles of affected limb with faradic current it was found 
that they all briskly responded except those supplied by median nerve 
and they failed to react even to a strong current 


Clearly this is an example of mild thermalgia following a 
severe laceration of the median nerve, with superadded 
functional manifestations which are inclined to obscure the 
organic element. 

II. Cases in which the Organic Symptoms are more Apparent 

In these cases there is less difficulty in making a correct 
diagnosis. Examples of this group appear to be of much 
more frequent occurrence than the former. 


Case 2.—Gunshot wound of left arm on Sept. 25th, 1915, missile 
passing obliquely through muse les of inner side of Imb just distal t 
insertion of pectoralis major. For ten weeks complete loss of power in 
whole extremity ; at end of this time it became possible slightly t 
flex and extend elbow. When examined on Dec 9th, 1915, there was 
marked paresis of bicepsand celtoid, and no voluntary power sisial t 
elbow-joint except feeble abduction and adduction of fingers. The only 
muscles which failed to show normal faradie response were extensor 
of wrist. fiogers and thumb, and supinater longus 

The only objective sensory disturbance was a loss of epicritic and 
protopathic sensibility in area of skin supplied by radial nerve. He 
complained of attacks of neuralgic pain, wh ch struck down forearm 
and inte dorsum of hand. The pain could be induced by compressior 
of wound of exit, and it was apparent that musculo-spiral nerve had 
become adherent to scar. 

At the opera'ion, performed by Captain H. Buck, the musculo-spira 
was found partially incorporated in scar ; no indication of any lacerat i: 
of nerve fibres. When examined 10 days after operation there was n 
improvement in extensors, but very considerable recovery of power in 
other muscles. 

Case 3.—Gunshot injury of upper part of right forearm on July 7t! 
1916, bullet passing antero-posteriorly. He was discharged from the 
service five months later, ano first came under observation as a pensioner 
in January, 1918, complaining that his hand had been useless since 
reception of wound He held the band in a marked wrist-drop 
position, but it was possible to elicit a little voluntary contraction in 
the extensors, which rescted normally to faradism There was very 
considerable paresis of flexors of both interphalangeal joints of inde 
linger, and to a less degree of flexors of middle finger. The thenar 
mu-cles and flexor longus pollicis acted normally. 

There was ar wsthesia of palmar surface of thumb and whole of inde 
finger, the latter being alsoanalgesicto pin-prick. Very slight pressure 
over scar on flexor a-pect of forearm induced a neuralgic pain to strike 
down to thumb and fingers, and patient stated he had been compelled 
to nurse limb to prevent furearm being knocked. 


In this case the median nerve had been partially severed 
and involved in the scar, so that any rough handling of the 
forearm or forcible extension of the wrist caused tension on 





the lacerated nerve and resultant neuralgic symptoms. 
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Effect of Pain as a Localising Factor. 
Most frequently these mixed symptoms have occurred in 
patients exhibiting signs of thermalgia, and in all I have 
found evidence of an irritative nerve lesion. 


In studying them two interesting points are clearly demonstrated. 
In the first place the organic element seems to be invariably an irrita- 
tive one and in the second it is found tnat the functional part either 
does not respond well to psychical treatment or relapses quickly if the 
irritation is not relievei. In purely functional monoplegias following 
an injury to a limb it is easy to determine the cause for localisation ot 
the manifestations to that limb, but in others without wounds it is more 
difficult to account for the anatomical disposition of the disability. 

On investigating the onset of purely functional paralyses uncompli- 
catet by wounds I have found pain a practica!ly constant symptom, 
and in giving bis history the patient almost invariably describes pain 
in the limb as the premonitory manifestation. Of course, in many of 
the numerous examples where the man has been buried the affected 
limb is the most severely bruised part, but even excluding those where 
there is a definite explanation in the history to account for the pain it 
is none the less a constant symptom. 


To illustrate the apparent effect of pain as a localising 
factor the following examples are of interest :— 


Case 4.—Shrapnel wound of left hip, ball entering about two inches 
behind great trochanter and penetrating transversely through both 
limbs, to pass out at almost a symmetrical point on right hip. The 
right leg soon got quite well, but he suffered from continuous pain on 
outer side of left thigh, and when the wound permitted him to attempt 
movement he tiscovered he had lost practically all voluntary control 
of the limb. When seen eight months later there was very little power 
in left leg, although he was able to demonstrate slow and irregular 
contraction in most of the muscles. There was a ‘ stocking” anzs- 
thesia almost to knee-joint, and he still suffered from the pain on outer 
side of thigh. 


The only evidence of any organic nerve lesion to be 
discovered in this case was implication of branches of the 
external cutaneous nerve of the thigh in the scar, and the 
pain arising from this seemed to determine the localisation 
of the functional symptoms to this limb alone, although there 
had been wounds of both legs. 


Case 5.— Buried in trench for several hours by explosion of shell. When 
dug out he was found to be deaf and du nb and completely paralysed in 
all four limbs. He was treated by hypnosis and soon recovered hearing 
and speech and voluntary power in all limbs except left arm. Ge was 
referred to me with left brachial monoplegia and glove anesthesia 
almost to crease of elbow. 

On examination it was found that the carrying angle of the affected 
arm had been abolished completely ; considerable deformity of tower 
end of humerus ex'sted, and the ulnar nerve had been dislocated from 
its groove between internal condyle and olecranon, and could be seen 
in a very exposed subcutaneous position in front of internal condyle 
On inquiry into previous history it was discovered that the lower en4 
ot the humerus had been severely fractured two years before the war 
and that the swelling (displaced ulnar nerve) had since that time beea 
a source of constant inconvenience owiug to the pain which it gave rise 
to whenever it was touched. 


It is of considerable significance that this patient’s most 
intractable manifestation was exhibited by the limb with an 
exposed ulnar nerve. 

It may be suggested that the pain accompanying these 
functional states may be itself purely psychical. In the 
greater proportion an organic cause may be discovered if 
sought for, the commonest by far being implication or 
exposure of a cutaneous nerve, in others periostitis, or 
arthritic trouble succeeding a traumatic synovitis. 

Etiology. 

In describing the combined manifestations attention has been drawn 
to the constancy of an irritative organic element, and the unsatis 
factory results of treatment of the functional part if the irritative 
lesion was not rectified previously. In reviewing the so-called purely 
fuactional cases emphasis has been placed on the constancy of pain 
in the affected region at the onset, and the possibility of discovering 
an organic cause for this symptom in a large proportion. From this 
it seems reas‘nable to suppose that at the onset, at any rate in most 
— exhibiting functional palsies, there mav be an organic factor. 

urthermore, in practice it is found that the functional cases which 
fail to react to treatment or soon relapse are the ones in which the 
organic part still persists. 


Consequently it appears that trauma plays a much less 
inconspicuous part in the production, localisation, and 
persistence of functional manifestations than it is usually 
considered to do. 


It is difficult to estimate the precise influence of somatic trauma in 
attempting to determine the etiology of these conditions. That it plays 
an important part in the patients this paper refers to cannot be disputed ; 
in fact, it appears to be the exciting cause. That it is not the sole cause 
our experiences in studying these patients show, and, further. if it was, 
& greater proportion of the wounded would be expected to be affected. 


There seems little doubt that the predisposing cause is of 
psychogenic origin. 


Exposure to the conditions of modern warfare is liable to promote 
psychic exhaustion. That some subjects will react more rapidly and 
more profoundly to the strain is obvious, but to speak of them all as 
**neuropaths” or as possessing the * bysterical diathesis’ seems to be 
only confusing the issue, since in most cases it is not possible to 
determine with any exactitude the presence or absence of any previous 
functional disorder 


A careful investigation of the past history of many of these patients 
suggests that they might have passed through a normal existence 
without manifesting any obvious symptoms of a functional ch ra ter 
On the other hand, it is the common experience of all who have studied 
these patients that men who have previously exhibited definire 
hysterical symptoms are liable to react much morequickly to the strair 
and are predisposed to suffer again from functional disturbances at ar 
early date. 

Tne resction of an individual to psychic exhaustion will vary fron 
time to time, since it is known to be influenced by such factors as loss 
of sleep, insufficient nourishment, or toxemia. Under these circum 
stances the most stable might be thrown into that state. which seems 
to be predisposed to the development of functional symptoms, by the 
continuous psychical exhaustion of active service. 


Treatment, 

Rational treatment must be directed to all possible factor 
in the production of these conditions. We have seen, in 
patients suffering from irritation, the symptoms persist o: 
relapse. Consequently, the greatest patience and diligenc: 
must be shown in attempting to discover whether the somatic 
trauma persists, and when discovered this ought to be relieved 
as a necessary preliminary measure. Having cured the 
source of irritation, little difficulty is usually experienced in 
relieving the motor and sensory symptoms by psycho-therapy 
The earlier this is attempted, provided the somatic irritation 
has been allayed, the quicker and easier is the treatment by 
persuasion. 


In treating the sensory and motor loss I find it advantageous at the 
outset to explain the ition as clearly as possible to the patient, and 
in this way awaken his interest and engage his attention. The most 
satisfactory explanation has been to describe how the affected limb has 
been ‘* forgotten,” there being no disease to account for the loss of 
sensation or motor power, so that if he will regain consciousness of the 
limb he will recover function. 

This can often be impressed by demonstrating how the muscles on 
the affected and unaffected sides respond equally well to faradism. It 
is an advantage to deal with any sensory loss first, and this can be 
cured most effectually by application of the faradic current with a 
brush electrode. By letting the patient experience the tingling 
incurred, at first proximal to the anesthesia and then gradually 
working distally, it will be found that generally little difficuity is 
encountered in curing completely the loss of sensation; and this is a 
most helpful preliminary step towards the recovery also of motor power 
since it awakens consciousness of the limb. 


The return of voluntary movement is usually not quite so 
rapid. 

This is most easily accomplished by a gradual re-education 
movement, with the patient's full attention upon the consciousness of 
the sensation of movement at the various joints. At the outset it is 
wise to get the patient to concentrate his attention first upon a simple 
movement, as extension or flexioa, on the unaffected side, directing his 
a'teption particularly to the conscious experience of the movement 
Then transfer his attention to thesame joint on the affected side, whilst 
this simple movement is bsing passively performed. 

When he is fully conscious of the movement direct him to contract 
the muscles requisite for the voluntary exhibition of the movement; it 
is necessary at first to assist the action by support and every 
encouragement. By repeating the contraction and relaxation a number 
of times with full concentration and encouragement it will be found 
that greater power is gradually obtained, and this must be made mani 
fest to the patient. 

In a similar way other movements are individually re-educated. the 
amount of recovery otained at the first sitting depending upon the 
length of time which has elapsed since the onset, the concentration ot 
the patient, and the experience uf the instructor. It is usual to procure 
a certain amount of power in all movements after two or three sittings 
even in stubborn cases. By daily exercises under supervision per 
suasion, and encouragement the power and coérdination of the move 
ments steadily improve. 

Between the treatments the limb ought to be quite free and on no 
account fixed to a splint, as immobilisation will delay, and in many 
cases prevent, recovery. Instead of immobilisation the patient must be 
encouraged to use the limb freely, and this is most satisf.ctorily 
accomplished by supplying him with some useful occupation suitable 
for the exercise of the affected muscles. The employment may 
gradually work up to the performance of more and more skilful 
movements, and these will in course of time replace the exercises. 


There still remains the predisposition to a recurrence of 
the trouble or appearance of other functional manifestations 
This must be treated, and is, in fact, to a certain extent being dealt 
with by the preceding methods, especially occupation, which provides 
healthy mental exercises and prevents morbid reflection of mind to the 


experiences which have so much influenced the development of th 
symptoms. 


The effect of environment is remarkably clearly seen in studying 
these patients. The effect of the recovery and steady progress of other 
patients has a most stimulating and beneficial influence, and tne 
enc ‘uragement and interest of the hospital staff is essential. The 
necessity for a requisite amount of rest and the treatment of any toxi 
state need hardly be mentioned. 

The predisposition to recurrence is undoubtedly increased 
if these men are exposed again to psychical exhaustion, and 
consequently an occupation which exposes them least t 
emotional disturbance is the most suitable and an im 
portant measure in maintaining their recovery and procuring 
their maximum efficiency in the future. 


References.—1. Babinski, J.: Lesions of Nerves in War Injurie- 





Revue Neurologique, An. xii., May-June, 1915. 2. Stopford, J. 5. B 
Thermalgia (Causalgia), THe Laycer, August llth, 1917. 
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THE CONCEPTION OF REGRESSION IN 
PSYCHOLOGICAL MEDICINE. 


By MAURICE NICOLL, M.B. Cams., 
PAIN, B.A.M.C.(TEMP.); ASSISTANT MEDICAL OFFICER, EMPIRE 
HOSPITAL FOR NEUROLOGICAL CASES, LONDON 


REGRESSION is a term used in modern psychology, particu- 
larly in the teachings of Jung, of Zurich, to describe a mode 
f reaction to the environment. It implies backward move- 
ment, not in space, but in time. It is the psychological 
opposite of that forward striving movement of life that is 
essential to the proper growth of individuality. In the 
neurotic we constantly encounter the process of regression. 

The conception depends upon an energic view of the 
human psyche. There is a constant moving forwards or 
backwards of the psychic stream in accordance with the 
aspect that reality wears. If reality is favourable the 
stream flows forwards; if reality is unfavourable the 
stream flows backwards. In what way it flows backwards 
will be discussed in a later passage. Immediately the 
stream begins to flow backwards intrapsychic tension occurs, 
caused by the accumulation of dammed-back psychic 
energy. It is this accumulation which makes possible a 
strong effort later on to overcome the obstruction in reality. 
Jung has compared it with the drawing back before a leap. 
This kind of regression is normal and is constantly taking 
place. Regression, however, may go beyond normal limits 
and become pathological. In such cases a limit of elasticity, 
variable in different types, has been passed and spontaneous 
recovery is improbable. A neurosis results. 


Janet's Views of Regression. 


The question of regression can first be considered from the 
point of view held by Janet with regard to the neuroses. He 
approaches the subject from the biological aspect. He 
conceives of function as having a superior and an inferior 
mode of expression. The superior expression of function is 
connected with proper adaptation to present circumstances. 
The inferior expression of function is connected with a mode 
of adaptation that is ineffective. In all of us two possible 
ways of behaving exist, one superior and the other inferior, 
and Janet considers that in the neuroses : 

‘‘In place of these superior operations there are developed physical, 
ments], and, above all, emotional disturbances. This is only the 
tendency to replace the superivr operations by an exaggeration of 
certain inferior operations, and especially by gross visceral dis- 
turbances.” 

In Jung’s phrase, ‘‘ the archaic replaces the recent function 
which has failed.” From this point of view, therefore, the 
neurotic system is an anachronism in the life of the individual. 
It is the revival or reanimation of a mode of adaptation that 
has no longer a general human validity. Claparéde, in dis- 
cussing the definition of hysteria uses the phrase ‘‘ tendence 
\ la réversion.”’ 


Views of Hughlings Jackson: Organic Regression. 


The idea of the higher and lower aspects of function was 
taught by Hughlings Jackson. He was never weary of 
insisting upon the view that lesions of the brain were to be 
regarded from the negative and the positive side. The 
actual destruction of nervous tissue constitutes the negative 
factor. The release of other parts of the nervous system 
from the control of the area destroyed constitutes the 
positive factor. In speaking of insanity he urged that 
disease of the brain is only responsible for the negative 
mental element. 

**Disease of the highest centres producing loss of its function or 
destreying it answers to the negative mental element in a case of 
insanity ; whilst the activity of the lower intact ranges answers to the 
positive mental element. ...... The loss of function or de-truction of 
the highest range of the highest centres is not only a loss, but is alsoa 
taking off of control from the lower ranges; the ‘taking off’ of the 
higher is a ‘letting go’ of the lower. The disease may be said to be 
‘constructively accountable ' for the over-activity of the lower ranges, 
for had not disease destroyed the highest range, that highest range 
would have continued to control the lower ranges.’ 

We are not, therefore, to consider the clinical picture of 
organic nervous disease from the standpoint of what is 
destroyed, but from what remains. What remains is now 
over-active. The fact that the schoolmaster is away will 
lead to uproar in the class-room. The uproar correspunds to 





the symptoms, or the positive side ; the absence of the 
schoolmaster corresponds to the destructive lesion or negative 
factor. 

It is possible to consider the theory of Hughlings Jackson 
from the physical and from the psychological standpoint. 
In the physical sense he conceives of neurological levels 
whose highest ranges are cortical. As these are destroyed 
from above downwards lower levels are released and become 
dominant. This can be looked upon as regression in terms 
of space. Itis organic regression, occurring in the physical 
instrument or brain. Owing to the release and over- 
functioning of lower levels, we witness the re-animation 
of reactions that belong to the evolutionary past. For 
example, reflex activities are released and postures are 
assumed that reveal the history of the organism in a phylo- 
genetic sense. It is a process of uncovering the past, and is 
historical regression. We live on the topmost levels of an 
arcient structure, and we are normal so long as we retain 
this position. But we must not conceive of the structure as 
finished, but as ever growing. 


Psychological Regression. 


It is only a step from the conception of organic regression 
to that of psychological regression. In place of looking for 
an organic lesion in the brain as the cause we must fix our 
eyes upon the situation in reality to which the individual is 
incapable of adapting himself normally and from which he 
begins to retreat. If the superior functions of adaptation 
are in abeyance, then we must expect the appearance of an 
inferior mode of adaptation. The ranges of superior adapta- 
tion are abandoned, and there is a reanimation of inferior 
ranges. The psychic energy that should have functioned 
through the highest ranges regresses and energises a psycho- 
logical system that is inferior 

In what sense is it inferier’ If we really do believe 
in the evolution of the body, then we must also believe 
in the evolution of the mind. Judging from the clinical 
picture of organic regression alone, we might expect this 
inferiority to have some reference to past attitudes which 
have been left behind. In other words, we might expect an 
ontogenetic regression, and a reanimation of modes of 
adaptation that belong to the period of childhood or infancy 
This does not mean that pure functional regression, 
unaccompanied by organic lesion, can only proceed back- 
wards along the path of the personal history of the 
individual, and never implicate the deeper racial history. 
I believe there is a psychological atavism that can be reached 
by a regressive adaptation to life which can be very deep 
and go below human levels. In such cases the superior 
functions are never called into use and the adaptations are 
very circumscribed, and various animal characteristics begin 
to appear in the body. 

I may be allowed at this point to give some simple 
illustrations of the moving backwards of the psychic stream 
with the consequent reanimation of the past. 

Cask 1.—The patient, an officer. who had been lightly wounded in 
the arm, and had shown symptoms of shock, including slight battle- 
dreams, was engaged for some months in administrative work con- 
nected with a munition factory. During thie period he had no hattle- 
dreams and e :joyed a fair degree of health. His work, however, began 
to grow difficult. Disagreeable factors of a personal nature appeared. 
Coincident with this unfavourable aspect of reality he began to have 
battle-dreams again, and other symptoms reappeared. 

This very simple example suffices to show the reanimation which 
characterises regression. If he had beenable to overcome the problems 
with which he was faced no backward movement of the psychic stream 
would have occurred, and in place of battle-dreams and nervous 
symptoms there would have been achievement and progress. 


Case 2.—The patient had developed symptoms of profound shock 
(regression) on the battlefield. He had a bad stammer, tremor, 
and vivid battle-dreams, and was almost incapabie of any effort 
of attentlon. He gradually improved and the battle-dreams dis- 
appeared. Three days before his medical board his stammer got worse 
and the battle-dreams reappeared. The reason of this was not difficult 
to trace. He had been offered a special post which he desired, and 
everything in the immediate future depended on the decision of the 
medical board. Reality had become uncertain and doubtful, and slight 
regression had taken place 


In the above two cases it will be seen that a slight retreat 
from reality caused the revival of emotional experiences 
which belonged to the recent past. The cause of this retreat 
we must seek for in the problem which was present in reality. 
The careful consideration, therefore, of such very simple 
cases as these suggests that some neurotic symptoms may 
find their primary explanation in factors other than those of 





purely physical disturbance. 
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The Teaching of Jung. 


In place of Janet’s conception of superior and inferior 
modes of function, Jung has developed the Freudian idea of 
adult and infantile attitudes. The life of the individual is a 
psychic progression, whose foreground alone is illuminated 
during normal health, but whose background may become 
re-lit under abnormal conditions. This retracing of the 
territory of personal development constitutes psychological 
regression, and when it occurs there is a revival, to a greater 
or less extent, of past or infantile attitudes towards life. 

Attitudes that do not belong to adult life appear, and just 
as the little child is uncivilised in his outlook, so do these 
attitudes which begin to emerge from the background of the 
mind seem uncivilised. They are primitive attitudes. In 
normal people these attitudes are unconscious in the sense 
that they lie beneath consciousness. Their appearance on 
the conscious stage causes embarrassment. Under normal 
circumstances psychic energy, in its passage upwards from 
the inferior to the superior psychological levels, appears in 
consciousness as normal impulse. It passes, as it were, 
through successive stencils or patterns, through successive 
differentiations, the superior patterns being those that 
belong to our normal adult attitudes, and these alone 


being conscious. In regression the inferior (infantile) 
patterns are reoccupied and psychic energy becomes 
conscious in a nascent form at inferior levels. Perhaps, 


then, various imperative ideas and phobias that disturb the 
conscious life of neurotics may be due to the premature birth 
of thought in consciousness caused by regression. For their 
cure we must endeavour to discover the factors in reality 
that keep up the regression. 


Psychological Differences between Child and Adult. 


This is essentially the teaching of Jung. Attention must 
now be turned to one of the most remarkable psychological 
differences that exist between child or infantile life and 
adult life. It concerns the content of consciousness. 

There is a mode of thinking, which Bleuler calls autistic, 
that is typical of the infantile life. It is that process which 
is free from effort and is known as day-dreaming or fantasy. 
It is the process used by the child to overcome reality. The 
child lives in a great world of fantasy, in which all that is 
lacking in reality is compensated for by fairy creations of 
the mind. This mode of adaptation, which was first 
emphasised by Freud, is in absolute opposition to the 
mode of adaptation in the adult. The infantile method 
is effortless, pleasurable, and ineffectual. The adult method 
is full of striving and suffering, but it is effective. It is 
between these two great methods of adaptation that the 
psychic life of every individual continually swings. In 
regression, therefore, we must expect to find an exuberance 
of fantasy, for pathological regression means a return to the 
infantile attitude, and the infantile attitude towards life is 
one of fantasy. 

When we are faced bya problem in reality and regress 
from it we begin to form a fantasy concerning it. The 
energy that should go outwards towards the overcoming of 
the problem turns inwards and develops a fantasy system. 
This is not necessarily pathological, provided that the energy 
does not track too far inwards. It is the method whereby 
the inventor invents. It is the great ‘‘mechanism”’ of 
creation. All creative work springs out of fantasy. There 
is first of all the initial regression from reality, then the 
reanimation of fantasy, and finally the forward striving that 
accompanies the attempt to shape the fantasy so that it may 
take form in reality. This is the view of fantasy put forward 


by Jung. Jung does not see eye to eye with Freud in this 
matter. Freud regards the fantasy as the sexual wish 
fulfilment. 


Jung sees in the fantasy all that is valuable 
to the next step in development that the individual is about 
to take. 

Dreams. 


The dream is a mode of thinking that bears little relation- 
ship to reality, and it therefore resembles closely that kind 
of thinking which belongs to the child-life. The dream is 
a variety of fantasy. It is the persistence in us of a primi- 
tive method of thinking that as adults we have abandoned. 
In Freud’s phrase, dreams are ‘‘ a piece of the childish soul 
in us.’”’ It will therefore be seen that when we are dealing 
with a neurosis which has been caused by a regression of 
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psychic energy from a task in reality, with the consequer 
reanimation of some infantile attitude, the dreams of t} 
patient will be of value, because they will contain tho 
fantasies which have replaced the effort of achievement that 
was demanded by reality. They will contain the germ of t 
solution of the problem, not in terms of adult thinking, but 
terms of infantile or primitive thinking. In classical dram 
whenever matters became too deep and dreadful for t! 
help of mortals, a god descended to save the situatic 
We can think of the fantasy as the deus ex machina, It 
for this reason that recent workers in the field of psych 
logical medicine have thought it as important to pay caref 
attention to their patients’ mental content as to take the 
blood pressure or to examine their reflexes. 











Jung's Conception of Cause of Neurosis. 


Jung’s teaching about neuroses concerns itself intimate 
with the conception of psychological regression. ‘* Th 
psychological trouble in neurosis, and neurosis itself, ca 
be considered as an act of adaptation that has failed.”’ Tt 
failure is due to some insurmountable obstacle in reality 
which causes the storing up of psychic energy which, i 
place of being employed in the increased effort, regress¢ 
and so returns to a former and more primitive way < 
adaptation. Thus Jung regards the disturbances of nutritior 
which are so frequently met with in neurotic conditions a 
evidence that regression has taken place and that there ha 
been a reanimation, and therefore abnormal emphasis, o! 
those functions with which the infant is almost exclusively; 
concerned, and which in adults should be automatic. 0: 
regression may take another path and revive that attitud: 
towards life which the child has towards its parents. 

‘* Take away the obstacle in the path of life and this whole system « 
infantile fantasies at once breaks down and becomes again as inactiv: 
and ineffective as before. ...... Therefore I no longer find the cause « 
the neurosis in the past, but in the present. I ask what the necessary 
task is which the patient will not accomplish. . For the neuroti 
there is no established way, for his aims and tasks are apt to be of 
highly individual character. He tries to fullow the more or less uncon 
trolled and half-conscious way of normal people, not fully realising his 
own critical and very different nature, which imposes upon him mor: 
effort than the normal person is required to exert. 

There are neurotics who have shown their increased sensitiveness an 
their resistance against adaptation in the very first weeks of life, ir 
their difficulty in taking the mother’s breast and in their exaggerate 
nervous reactions. For this portion of a neurotic predisposition it wi 
always be impossible to find a psychological etiology, for 1t is anterior 
to all psychology. But this predisposition—you may call it ‘ congenita 
sensitiveness’ or by what name you like—is the cause of the firs 
resistances against adaptation. In such case, the way of adaptatio: 
being blocked, the biological energy we call /ibido does not find it 
appropriate outlet or activity, and therefore replaces an up-to-date an 
suitable form of adaptation by an abnormal or primitive one.” 


There is to-day an enormous number of cases, scattered al 
through the country, illustrating the various aspects of 
psychological regression. These are to be found amongst 
those individuals suffering from shock caused either by 
bursting shells or the general strain of war. ‘To regard al 
such cases as being due to commotio or gas poisoning 
as some neurologists still appear to do— points to an extra 
ordinarily sterile outlook on the etiology of morbid function 
In these cases regression is of varying degree, from the most 
slight to the most extreme. In general we find no longer a1 
adult man, with an adult mode of adaptation to life, but a 
person who shows a greater or less degree of infantility 
together with that abnormally reinforced fantasy or drean 
life—or both—that is typical of psychological regression 








SOCIETY FOR RELIEF OF WIDOWS AND ORPHANS O} 
MEDICAL MEN.—The annual general meeting of this society 
was held at 11, Chandos-street, Cavendish-square, on 
May 29th, Sir Alfred Pearce Gould, the President, being in the 
chair. The accounts for the year showed the invested funds 
of the society to amount to £143,550. The income from 
investments amounted to £4557 18s. 7d., £317 2s. was received 
from subscriptions and donations, and the working expense: 
for the year were £267 10s. The sum of £4292 10s. was dis 
tributed among the annuitants of the charity—namely 
48 widows and7 orphans. At the present time the widow 
of a member who has an income of £100 per annum or unde 
receives a grant of about £80 per annuin, and each orphan 
up to the age of 16 receives £43 per annum. There are 
however, two special funds which enable the directors t 
continue the grants to orphans after the age of 16. Further 
particulars of the society may be obtained on application t 
the secretary at the offices of the society, 11, Chandos-street 
Cavendish-square, W.1. 
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HERNIA OF 


URINARY BLADDER: 


FEMORAL HERNI® AND ITS TREATMENT. 


By H. BLAKEWAY, M.S. Lonp,, F.R.C.S. Enc., 
ICAL REGISTRAR AND ACTING ASSISTANT SURGEON, ST. BARTHOLO 
MEW'S HOSPITAL; ASSISTANT SURGEON, CITY OF LONDON 
TRUSS SOCIETY. 


\{BRNIAL protrusion of the urinary bladder is a com- 
paratively uncommon complication of inguinal and femoral 
herniz. It is stated to be associated in most instances 
with large scrotal herniz of long standing and to be 
enerally on the right side ; and while protrusion of an extra- 
eritoneal portion of the bladder by the side of the sac is 
he variety usually seen, the superior (i.e., peritoneum- 
overed) surface may occasionally be found bulging within 
the hernial sac ; indeed, it is on record that the whole of 
the viscus and the prostate as well may be herniated. 

It is well known that the diagnosis of hernia of the 
bladder cannot usually be made before operation, but rarely 

ie patient may volunteer the statement, or the fact may be 
therwise elicited, that an over-full condition of the bladder 
has led to descent or difficultyin reduction of the hernia, 

r that pressure upon the hernia has caused the desire to 
micturate or has even expelled urine along the urethra. 

This difficulty in diagnosis, together with the fact that 
the condition is rare enough to have been often unsuspected, 
has led in many cases to injury to the bladder during the 
incision or the removal of the hernial sac ; where the wound 
has been detected, and at once sutured, no harm has 

sually followed ; but in less furtunate cases hematuria with 

‘ without leakage of urine from the wound has occurred, 

r even leakage into the peritoneum with perhaps a fatal 
esult. 

The Present Series of Cases. 


It has been my fortune to operate within two years and a 
ilf upon five cases of hernia in which the bladder was 
protruded. 


Three of the patients were males, and two were females; their ages 

aried between 48 and 71. All the herniz were of long standing, and in 

ur of the cases strangulation was present; in all the hernia of the 
ladder was on the right side, of the direct inguinal variety in two of 
the males, and of the femoral sort in the other three cases 

The tendency to arquired hernia in these five patients is seen from 
the fact that two of them—Cases 2 and 5—(ani possibly a third—Case 1) 
had previously undergone operations for other herniz ; these two, and 
another—Case 3-in addition, when they came for treatment had 
ther herniz as well as that for which I operated. 


As I have also had under my care at the City of London 
Truss Society a sixth patient, in whom hernia of the bladder 
was diagnosed without operation, it may be that the condi- 
tion is less uncommon than is generally supposed, and, in 
particular, that its frequency in females and those with 
femoral herniw has been underestimated. 

This latter patient, a woman of 58, had had for 11 years a large right 
femoral hernia, which was partially irreducible. She complained of 
frequency and great pain in micturition when the hernia was down; 
attempts to effect reduction caused the desire to micturate, and after 


rine had been passed the hernia was more easily reduced. Operation 
was strongly advised, but was declined. 


As in all the cases operated upon, whether inguinal or 
emoral, the relative positions of the sac and of the herniated 
process of the bladder were similar, their relations are shown, 
n the case of one of the femoral herniz, in the accompanying 
liagram. 
It will be seen from this that the bladder protrusion was not a 
cenlus or hernia of the mucosa and submucous coat between the 
iuscle fibres, but that in all the cases it involved the whole thick 
iess of the bladder wall. It was closely applied to the inner side of 
the neck of the sac, from which it was separable, with or without difh- 
ilty ; its size in each case was about. the same, so that, at a guess, if 
listended it would about have equalled a walnut, or rather less. As 
was always found collapsed at the time of operation it was by no 
eans a conspicuous structure and might easily have been accidentally 
yunded or ligatured 
It follows from this that any thickening about the inner 
side of the sac of an inguinal or femoral hernia, especially 
f the hernia has long existed, in an elderly subject, should 
xcite suspicion. 
Ihave more than once, in operating upon femoral herniz 
and see also Case 2). seen another structure adherent to the 
neck of the sac on its inner side, a fibrous cord which I 


This structure normally lies close to the crural ring, and is closely 
related and somewhat attached to the parietal peritoneum; it is not 
surprising, therefore, that a hernial sac in this situation should some- 
times carry with it the obliterated hypogastric artery; the latter is 
seen in the adult as the continuation of the superior vesical artery, 
after this vessel has supplied its branches to the bladder wall; it may 
be that the connexion here between peritoneum, hypogastric artery, 
and bladder wall is not without influence in predisposing to vesical 
hernia 


2) 
Diadder 


Peritoneal 
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\  Gimbernats Ligament 
Herniated portion of Bladder 


Diagrani of an oblique section, showing position of herniated portion 
ot bladder in relation to hernial sac and surrounding parts in 
Cases 1, 4, and 5 


Strangulation of Kemoral Hernia: An Important Point. 


Consideration of the relations of the neck of a femoral 
hernial sac leads me to refer here to a point of importance 
in connexion with strangulation of femoral herniz. 


This common and dangerous condition does not yet receive in most 
text-books all the accurate attention that it deserves It is still the 
usual teaching that the main cause of constriction is the free edge of 
Gimbernat’s ligament, and that this structure must be cut in one or 
more places to relieve the strangulation. This opinion had its origin 
in the days when surgeons, when operating for strangulated femoral 
hernia, always avoided opening the sac if they could, and so were lec 
to concentrate attention on anatomical structures outside the sac. 


It is easy to convince oneself, when the sac has been laid 
open, that the chief cause of strangulation is the intrinsic 
narrowness of its neck, and the condition is best relieved 
by division of the neck of the sac from within its lumen, and 
not by inserting the hernia knife between the neck of the 
sac and the base of Gimbernat’s ligament. If the knife is 
directed inwards it should not be because it is wished to 
divide the base of the ligament, but because in the inward 
direction lies no risk to any blood-vessel. 


It may generally be observed that even those who believe 
Gimbernat’s ligament to be the cause of strangulation attempt its 
division, during an operation, from within the sac, and it is note 
worthy that the Key's hernia director in common use is intended to 
be employed in this way, the breadth of its blade being designed to 
prevent the intestine from curling round into contact with the knife 
After such an operation has been performed, and the sac has been 
removed, it can without difficulty be demonstrated that the base of the 
ligament is still intact. 


The matter is of more than academic importance. 


Not only is it unnecessary to divide the edge of Gimbernat’s 
ligament, but it is highly undesirable to do so, both to avoid 
unnecessary enlargement of the crural canal and to avoid also a wound 
of an abnormal obturator artery. The obturator artery is abnormal in 
its origin (i.e., arises from the deep epigastric) on one or both sides of 
the body in about 39 per cent. of subjects, and 10 per cent. of abnormal 
ob'urator arteries pass to the obturator foramen by way of the inner 
side of the femoral ring—i.e., behind the free edge of Gimbernat’s 
ligament; here, if the ligament be divided, the artery may be cut 
across. The reason why the vessel is nowadays very rarely wounded 
lies chiefly in this—that the operator's knife, as pointed out above, has 
usually not reached the ligament even when his intention has been to 
divide it. 

Clearly, in the two cases of strangulated femoral hernia described 
below, in which the bladder protruded through the crural canal on the 
inner side of the neck of the hernial sac, the bladder wall must have 
been cut through in two places if the knife has been carried, from 
within the sac, so far inwards as to reach Gimbernat’s ligament; yet in 
neither case was the bladder injured. 

The stricture at the sac’s neck appears in some cases to have been 
acquired, and the generally smooth interior of the sac is replace at its 
neck by a localised thickening, as of scar tissue. When the constric 
tion here is divided the necessary incision is so small that even if it is 
not closed by the ligature applied to the sac it is of no consequence 


Notes of Cases. 
Right Femoral Hernia, Reducible 
Case 1.—Woman, aged 48; in 1902 operation by a German surgeon 
for right-sided hernia; scar of incision parallel to Poupart’s ligament ; 
uncertain whether hernis was inguinal or femoral. Three months 
after leaving hospital swelling again noticed in right groin. Since 
1905 she had attended at City of London Truss Society with large right 





think to have been the obliterated hypogastric artery. 





femoral enterocele, which, although reducible, was difficult to retain 
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with truss. The truss at length being of little use operation was 
advised, 

Operation (Oct. 29th, 1915).—Vertical incision; sac exposed; casily 
separated except at neck, where it was much adherent. In order 
to separate it here sac was opened, contained small bowel reduced, 
and finger used as guide. But for this precaution bladder would 
probably have been ligatured with sac, for a protrusion of this viscus, 
leos ‘ly atherent to inner side of neck of sac, was then recognised by 
its muscular wall and by vessels on surface; it was separated and 
pushed back. Sac tied and removed. 

Crural canal very large; doubtful whether it could be efficiently 
closed from thigh, since, though Coup2r's ligament could easity be felt, 
sutures could not be passed under it. The inguinal canal was theref-ne 
opened by a second incision. Not without difficulty, because of dense 
adhssions between arched fibres of internal oblique and Povupart’s 
ligament—perbaps caused by old operation—Cooper’s ligament was 
exposed, and conjoined tendon fixed down to it by two silk sutures ; 
after several more sutures had been pissed between Poupart’s ligament 
and pectinens fascia and muscle, the inguinal canal was closed; round 
ligament not identified. 

Uneventful recovery, patient provided with light femoral truss. 
Nearly two years afterwards no sign of recurrence 

Interrogated later she said that before operation she had for some 
months suffered with frequency of micturition (every quarter of an 
hour by day and four or five times at night); she had noticed no 
relation between this frequency and the condition, as regards descent 
or reduction, of hernia. Urine immediately bsfore operation was 
natural; no urinary troubles afterwards. 


Right Inguinal Hernia, Strangulated. 

Case 2.—Watchmaker, aged 71. Operation for left inguinal hernia 
17 years before. Had worn a double inguinal truss for 10 years; but 
he stated that he had never had any considerable swelling on right 
side uatil April 5th, 1917, when a hernia suddenly appeared while at 
work. A sucgical instreument-maker, from whom he sought relief, 
advised hin to go to hospital, where he was found to have a very tense 
and irreducible right scrotal hernia, nearly as large as a tennis-ball, as 
well as a reducible inguinal hernia on left side. Patient had had slight 
nocturnal frequency of micturition for years, but noticed no urinary 
symptoms referable to appearance of hernia. 

Operation.— External oblique aponeurosis was split and sac ex 
and opened; it contained 3 inches of very dark-red small intestine, 
which was returned after constriction, which was at neck of sac, had 
been divided. The sac appeared to be direct, but its relation to deep 
epigastric vessels was not seen ; it was entirely separate from spermatic 
cor’. In separating sac (and in looking for cord, which was not seen 
until later) 1t was noticed to be thicker near its neck on inner side ; 
here a smooth-wa led cavity was opened, and a little clear fluid escaped ; 
the finger introduced felt internal urinary meatus. Protrusion of 
blaider included both muscular and mucous coats, and was about size 
of walnut; what was thought to be the urachus (but was probably the 
obliterated hypogastric artery) was seen connected with it, and was 
divided, the better to free it from sac. The accidental opening in 
bladder was closed by a purse strng suture of catgut, not including 
mucous membrane, and reinforced by a few further sutures; the 
protrusion was then pushed back, sac removed, and Bassini’s 
operation for radical cure completed, a drainage tube being pas-ed 
down to bladder through inner edge of wound. No catheter was 
passed. Hematuria followed operation for a few days, but otherwise 
recovery was uninterrupted. 

In view of direct character of hernia patient was provided with a 
double inguinal truss, the hernia on left side being of scrotal extent. 
He was well 11 months afterwards, but with the same frequency of 
micturition as before operation. 


Right Inguinal Hernia, Strangulated. 

Casr 3.—Builder’s foreman, aged 55, seen on June 22nd, 1917, 
with irreducible right inguinal hernia, reaching neck of scrotum, 
and haviag ordinary signs of strangulation. He had had this hernia 
for 40 years, and wore double inguinal truss, having been ruptured on 
left side also for several years ; but in spite of hs truss his hernia had 
come down on previous evening while he was gardening, and all his 
doctor’s attempts to reduce it had failed. No history of any trouble 
connected with micturition; urine said to contain trace of sugar, 
otherwise normal. 

Operation.—With some difficulty, because of a large amount of con- 
gested extraperitoneal fat which covered and adhered to it, a small sac 
was displayed, which, as in Case 2, appeired to be direct and was free 
from the cord ; the two inches of small bowel within it were viable ; the 
stricture at neck of sac was divided and bowel returned. Sac was 
sep rated from its surroundings with care, su-pecting hernia of 
bladder from fact that hernia was direct and from large amount of fat 
closely related to sac. A smal! protrusion of bladder was found 
adherent to inner side of neck of sac; its muscle fibres and veins on 
surface could be seen; it was freed and pushed back without injury. 
Bas-ini's operation was completed. . 

Good recovery ; patient afterwards advised to wear light truss 


Right Femoral Hernia, Strangulated. 

Case 4.—Patient aged 62, a lean, wiry-looking woman, stated that 
she had been ruptured on right side for years; never wore a truss; 
hernia had usuatly been reduciole. It had come down with signs of 
strangulation about 24 hours bef re operation ; then about as large as 
Tangerine orange. She had not suffered from increased frequency of 
micturition, but for a long time the act had been attended by pain of 
a ** bearing-down ”’ character. If hernia had been down and painfully 
tens+ ‘as it often had been) micturition had sometimes made it softer 
and Jess painful. 

Operation (August 2nd, 1917).— By oblique incision a_ thinly 
covered sac was exposed, containing blvod-stai.ed fluid and 
some omentum adherent to sac, and later removed with it. 
At neck of sac was tigntly constricted loop of «mall bowel, 15 inches 
in length, very dark in colour. Neck of sac was cut inwards in two 
or three places, bowel found fit to be returned. The inguinal 
canal was then opened (with intention of performing high operation 
for radical cure) and sac easily drawn up from under Poupart’s 
ligament. A process of bladder, about size of a walnut, with th‘ck 
muscular wall a d many vessels on surface, was found rather clo-ely 
adberent to lower and inner side of neck of sac, and was returned 





“uninjured. Conjoined tendon was fixed to Cooper's ligament by si 


sutures, after sac had been tied and removed; another suture was use 
to close lower end of canal, which was rather large; finally inguin 
canal was closed. 

Recovery uninterrupted; no truss prescribed. Seven months lat« 
patient had no recurrence, ani said that since operation she had h 
no troubles concerned with micturition. 

Right Femoral Hernia, Strangulated, 

Case 5.—Bricklayer, aged 63, was seen at City of London Tru 
Society in November, 1917; he had been cured of a right inguin 
hernia by operation many years before; but he had scrotal hernia 
left side, and had had for 10 years right femoral herni« partial 
irreducible. No history of any trouble connected with micturition. A 
double truss was prescribed, with hollow femoral pad on right side an 
inguinal pad on left, with rat tail. It appeared to be satisfactory; b 
on Feb. 22ad, 1918. patient appeared at St. Bartholomew's Hospital! 
with femoral hernia larger than before and strangulated sin 
previous day. 

Operation.—Most of the swelling consisted of extraperitoneal fa 
surrounding small sac, which contained 2 inches of tightly strangle 
small intestine, which was viable. Neck of sac was cut inwards, | 
separating sac a thick-walled muscular protrusion of bladder was at 
once seen atherent to its inner side, descending well into thigh; it 
was easily freed and pushed back behind pubes. The inguinal cana! 
was opened, as in Case 4, but as conjoined tendon was found firm), 
adherent to Poupart’s ligament in front of cord, no doubt as result of 
old operation, it was thought inadvisable to proceed with inguina 
method of cure ; inguinal canal was therefore closed and lower end 
crural canal obliterated by sutures binding Poupart’s ligament t« 
pectineus muscle and fascia. 

The patient made a rapid recovery. 


In the two last-mentioned cases, the high or inguinal 
operation for radical cure was only contemplated becaus: 
the patient’s condition was so good. In most cases of 
strangulated femoral hernia it is wisest to complete the 
operation by some method which, while it offers a good 
prospect of freedom from recurrence, occupies a minimum 
amount of time. Lockwood’s operation is admirably suited 
to such cases; the use of the inguinal method involves a 
considerable prolongation of the operation. 








THE EFFECT OF CONVECTION CURRENTS 
ON AGGLUTINATION. 
(A Report to the Medical Research Committee.) 
sy W. W. C. TOPLEY, M.B. CAntTAB., F.R.C.P. LOND., 


BACTERIOLOGIST AND CLINICAL PATHOLOGIST, CHARING CROSS HOSPITAL 
LECTURER ON BACTERIOLOGY, CHARING CROSS HOSPITAL 
MEDICAL SCHOOL; 


AND 
S. G. PLATTS, M.B. CANTAB., 
ASSISTANT BACTERIOLOGIST, CHARING CROSS HOSPITAL. 


(From the Department of Pathology and Bacteriology, 
Charing Cross Hospital.) 


IN the course of an investigation which has been carried 
out in this laboratory during the past 18 months, and which 
is still proceeding, we have had occasion to test between 
1000 and 2000 samples of human serum as regards their 
agglutinating power for B. typhosus, B. paratyphosus A, and 
B. paratyphosus B. The technique adopted has been that 
advocated by Dreyer and his co-workers, with unimportant 
modifications, employing the standard cultures issued under 
the auspices of the Medical Research Committee. We have 
found this method both rapid and reliable. 

Effect of Varying Submergence of Tubes. 

Certain technical points have presented themselves for 
consideration, and among them is one factor which seems to 
merit special attention, since if it be neglected it may lead 
to errors of considerable magnitude, and we have not seen 
any published reference to it with the exception of one 
indirect one which we refer to later. 

This factor is the relation between the level of the water 
in the bath and the upper level of the fluid contents of the 
tubes. 


The bath we have employed is a large copper one, holding six racks 
each taking 45 tubes. it is kept at 5° C. by a capsule regulator, and 
is fitted with a series of lids, these being kept closed except when 
opened for removal of the racks. 

It was found that when a series of readings were taken with the 
bath well fil ed, so that the water level was approximately the same as 
that of the upper limit of the contents of the tubes, the results 
recorded were relatively low, while when the tubes were only partia!ly 
submerged the readings were relatively higher, the variation often 
approximating to 100 per cent. 

In adtition it was noted that the agglutination was more rapid, 
and reached its maximum much sooner, when the tubes were only 
partially c»vered. Tunis suggested that the effect was probably to 
increase the rate of agglutination, rather than to alter the maximum 
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titre eventually obtained, and the result of continuing the incuba- 
m for 24 hours instead of the customary 2 hours largely confirmed 
is. 
Table I. gives the results obtained by varying the water 
vel when testing four different sera against the three 
standard cultures. The results were read after 2 hours’ and 
acain after 24 hours’ incubation, the racks in each case being 
illowed to stand for 15 minutes at the laboratory tempera- 
re immediately before reading. The figures indicate the 
actual or calculated dilution giving standard agglutination. 
(Dreyer and Inman.') 


PABLE.I.—Dilution of Serum giving Standard Agglutination. 


Incubation at 55° C. for: I., 2 hours, and II., 24 hours, with (a) tubes 
ered, (b) tubes 1/4 covered. 








2 2 
Serum s I. (a) I. (b) I1.(a) 11. (0 Serum. = I. (a)| 1. (b) HL. (a) 11. (®) 
s) = 
(|T 630 1080 1210 1210 ( T 120 | 450 (450 710 
v.1J'A! 31 66! 70 984v.14) A 88 | 180 | 200 | 235 
'B 17 34 34 39 (B 34 | 34 39 s«&8 
(T 15 2) 33 Bip, 4 Tt 17 3) | 38 | 58 
12) A} 18 62; 34, 66) >>" A 121 | 250 220 | 285 
(iB; 30; 58] 53] WW “* tiB! 15 | 30 | 30 30 


Many repetitions of this experiment with different sera have given 
similar results. We have often found, however, that continuing the 
incubation for 24 hours with the bath full fails to raise the point of 
standard agglutination to that attained in two hours with the lower 
water level. 


It seems reasonable to suppose that the _ essential 
difference between the tubes almost covered with water 
at 55°C. and those only 1/4 submerged is the presence 
of convection currents in the latter and their absence in 
the former. This probability is strengthened by observa- 
tions which have been made by others on the effect of 
continuous movement on a mixture of a bacterial suspension 
and an agglutinating serum, and the point is well illustrated 
in the description given by Garrow? of the agglutinometer 
jevised by him. 

Further Experiments. 


Chis point was examined more carefully. 


A small water bath was constructed, having glass sides and a sloping 
rack, so that a series of six tuhes were supported in such a way that 
while the first was only slightly submerg-d the last was almost com- 
pletely below the water level. The tubes employed in this series of 
experiments were considerably larger than Dreyer'’s agglutination 
tubes, since this made observation through the glass sides of the bath 
consicerably easier. 

A mixture of a standard culture with an agglutinating serum was 
then prepared, the latter being so diluted as to give standard agglutina- 
tion when tested in the routine manner. This mixture was prepared in 
a large tube, and 2°5c.cm. were then placed in each of the six tubes ia 
the special rack. The whole series were then incubated at 55° C., the 
temrerature being maintained by a smal! Bun en burner placed under 
the bath. The progress of the agglutination was observed at intervals, 
and at the end of two hours the rack was removed and a final reading 
taken after an interval of 15 minutes at laboratory temperature. 

Agglutination always occurred first in the tune which was the least 
submerged, and this usually reached total before there was any sign of 
agglutivation in the fully submerged tube. It was always easy to 
observe, as soon as the smallest flocculi had formed, that those tubes 
which showed the most rapid agglutin«tion were those in which the 
convection currents were most markedly evidenced by the rapid 
movement of the fl »eculi. 

Although continuous observation always showed this difference 
well, the end results were not atways so clearly marked, since it is 
impossible to test beforehand the exact dilution of serum which will 
give the required range under the different physical conditions. 
—— however, the dilution had been happily chusen the results were 
very clear. 

Table II. shows the results in one such experiment. In this and all 
the other experiments the figure for the submergence of the tubes 
refers to the proportion of the column of fluid and not of the tube itself. 


TABLE II. 


Effect of varying degrees of submergence on a mixture of a standard 
culture of B. typhosus (T. 24) and a specificagglutinating serum (BK. 37), 
the dilution of the latter being 1/15.000. Incunation for two hours at 
55°C., then 15 minutes at laboratory temperature. The reduction 
tactors are those given by Dreyer! for reducing any degree of 
agglutination to the standard value. 










Degree of sub- Degree of Reduction factor 
mergence. agglutination. (Dreyer). 
OE ees =. ees 1 46 
i : Total minus.. o wa 
SO edxiadishicnabanes St+ndard plus o ou 
Just complete ............... Trace plus ..... « 0-78 
ear 0°68 


On examining this table it will be seen that the most 
marked drop in the degree of agglutination occurred 
etween the tube which was 3/4 covered and that which 
was wholly submerged, and this corresponded with the 
ilmost complete cessation of convection currents. 








It is obvious that other conditions besides the degree of 
submergence of the tubes will affect this special factor, and 
chief among these is the type of bath employed. 

In a large bath regulated by a thermostat and kept constantly at 
55°C. the temperature throughout the water wil! remain practically 
constant. In a large or a small open bath, kept heated during the 
experiment only by means of a small flame beneath, the temperature 
will remain far less constant, and with more radiation all round and 
evaporation above the temperature at any one point must undergo con 
tinuous slight variation. Observation shows, indeed, that convection 
currents in the actual water contained in such a bath are relatively 
well marked. 

We have tested the result of altering the water-level in a large open 
bath of such a type and also in the small bath supplied with the 
standard agglutination sets. The results have shown that in the 
former case the variations produced are usually distinctly less than 
with the closed and regulated bath, often being quite negligibie 
Sometimes, however, they are well marked, and these inconstant 
results are readily explained by the relatively poorly controlled con 
ditions of temperature. With the small bath the variat‘ons produced 
by changes in water-level seem to be reduced to a minimum and to be 
of little importance. 

It has been found that the differences in agglutination 
caused by alterations of water level are often more marked 
in the case of B. paratyphosus A and B than with B. typhosus 
suspensions ; and of the two former it is the B. para- 
typhosus B experiments which show the most marked 
variation. 

It has, indeed, been our experience that the effect of changing the 
degree of submergence is more strikingly demonstrated when employ 
ing cultures which tend t» agglutinate poorly, and this is true of many 
cultures of 2 paratyphosus B. 

It. bas been observed by Gardner that better results are obtained in 
testing the agglutination of cultures of the various strains of 
B. dysenterix when the water bath is only half filled, and this observa- 
tion 1s referred to by Glynn®* in a recent report. 


Conclusions. 

In general, then, it appears that any modification of 
technique which tends to the production of active ‘con- 
vection currents in the fluid contents of the tubes ‘will 
considerably increase the rapidity of agglutination, and 
this effect tends to be more marked with bacterial sus- 
pensions which agglutinate relatively poorly. Besides this 
change in rate of reaction there is a definite change in 
quality and gradation. The flocculi tend to be larger and 
to settle more rapidly after the racks are removed from the 
bath, and the difference between the degree of agglutination 
in successive tubes becomes more striking, rendering the 
reading of the results easier and more accurate. In many 
cases the titre recorded after two hours under conditions 
favourable to the setting up of convection currents is not 
attained by the same scrum acting on the same suspension 
after 24 hours under conditions in which convection 
currents are practically absent. Such prolonged incuba- 
tion would, indeed, be undesirable from many points of 
view. 

For these reasons we have for a long time past kept the 
water in our bath at such a level that the column of fluid in 
the tubes is 1/6 to 1/4 submerged. Slight differences in level 
round this point seem to cause no appreciable variation. 
The results have shown that one considerable source of 
error has been eliminated. 

It has been shown above that the relative importance of 
the error involved varies with the type of bath employed, 
and that results obtained with different types of bath under 
similar conditions of temperature and time of incubation 
give varying results. It follows that in comparing results 
obtained in different laboratories this factor must be borne 
in mind. It seems very possible that other purely mechanical 
factors, such as the calibre of the tubes and the thickness of 
their walls, may exert an appreciable influence, and at the 
present time uniformity in this respect seems unattainable. 

It appears to us highly probable that it is just this factor 
of the presence of convection currents that explains the 
more satisfactory results obtained by incubation at 55°C 
than at 37° 0. 

We are greatly indebted to the Medical Research Com- 
mittee, who have assisted us with a grant in aid of expenses 
and in many other ways. Weshould alsowish to express our 
thanks to Dr. A. D Gardner, from whom thestandard cultures 
have been obtained, and who has on several occasions given 
us the benefit of his considerable experience in this work. 

References.—1. Dreyer and Inman: The Agglutination Curve and its 
Importance in the Diagnosis of Typhoid and Paratyphoid Fevers in 
Inoculated Persons, THE Lanc-T, 1917, i.. 365. 2. Garrow: A C inical 
Agulutinometer, THE Lancet, 1917, i., 262. 3. Glvnn, Berridge, Foley, 
Price, and Robinson (1918): A Report upon 2360 Enteritis ‘**Con- 
valescents” Received at Liverpool from Various Expeditionary Forces, 
Medical Research Committee, Special Report, Series No. 7. 
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MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 
4 
A NOTE ON ORIENTAL SORE. 
By .J. B. CHRISTOPHERSON, M A., M.D. CAMB., 
F.R.C.P. LonbD., F.R.C.S. ENG., 
AND 


J. R. NEWLOVE, 


NHARTOUM CIVIL HOSPITAL, SUDAN 


IN THE LaNCEr of Feb. 23rd Mr C. R. C. Lyster and 
Captain W. H. McKinstry appropriately describe a case of 
oriental sore met with in England and recommend chlorine 
ionisation and hypochlorite dressings. It is probable that 
in the future more will be heard and seen of oriental sore 
and of other forms of leishmaniasis in England, both amongst 
native troops visiting the country and amongst British troops 
returning home from Palestine, Mesopotamia, India, and the 
Mediterranean seaboard. 

Oriental sore crops up fairly frequently in the Sudan, and 
as antimony (tartar emetic) is mentioned only incidentally 
amongst other remedies which have been tried ‘‘ with more or 
less success,” it appears to us that perhaps it meets with less 
than its due in the article quoted. Many remedies; have 
been tried, and until recently an ointment of methylene- blue, 
lanoline and vaseline, equal parts, was a favourite remedy 
here, but antimony (tartar emetic) is now well established 
as the drug for leishmaniasis, and it is probably as much of 
a specific for leishmaniasis as quinine is for malaria. 

Diagnosis. 

These sores present themselves in a variety of forms. 
Sometimes as a misshapen boil, sometimes as an irregular 
unhealthy-looking indolent ulcer, but in our experience 











A typical oriental sore on wrist (below) and little finger (above). 


generally as asuperficial sore, chronic, callous, yellow crusted, 
cracked and indolent, pigmented, round and often resembling 
the veldt sores met with in South Africa (see figure). They 
resist simple remedies, grow slowly, and, in time, get well 
of themselves. The lymphatic glands are not affected and 
there is no tendency to a general infection. They leave a 
scar, often a pigmented one, and do not kill. 

The following simple method of procedure is all that is 
necessary to establish the diagnosis : 

A glass c*pillary tube is gently worked through the margin of the 
ulcer by a rotatory movement and p shed into the base just under the 
surface of the «ore. The tube is gently moved and serum and débris 
are taken up into the lumen with very little blood. This isspread out as 
a film on a slide and stained with Leishman s stain—one minute in the 
undiluted stain and five minutes in the diluted gives good results. 
Then comes examinatio? of the stained film with a 1/12th oil immersion 
and, if present, the round or oval Leishman-Donovan bodies with large 
purple stained nucleus and characteristic smaller deeply stained rod- 


Treatment. 


The specific drug is antimony, and intravenous injection of tart: 
emetic, into the median cephalic vein for choice. is the most convenie 
m-thod of giving it. In-patient tre tment is not necessary. 

We use a solution—gr. 4 to M™. xl. distilled water—and inje 
daily, increasing the dose togr. 1 or 14. The sore i kept clea 
protected from atmospheric conditions and from re-infection by 
little zinc ointment and dressing 

With regard to the intravenous injection, the tartar emetic soluti 
mus* be introduced into the lumen of the vein and not around t! 
vein, otherwise troublesome necrosis results and phlebitis. Woen t! 
needle is within the lumen of the vein a backward flow of blood ir 
the syringe proclaims the fact 

A sharp needle is an important factor and a ‘“‘ Record” syringe 
5 or 10c.cm. a great convenience. 

It must not be forgotten that antimony is a cumulative poison ar 
although eliminated by skin, Bidneys, and mucous surfaces, it is ta 
reaching and found in organs and tissues, near and distal, long a t« 
wards. Its use is not without da ger. Our practice is to inject care 
fully small quant ties, gr. 5 tol} daily, giving a day or two's rest and 
reducing thed.se if toxicsymptomsintervene. During, or immediate 
after, injection coughing ant a metallic taste in the throat—eviue 
of the presence of the drug in the general circulation—is frequent), 
experienced; this is an unimportant but interesting phenomenor 
M. re serious symptoms are vomiting, high temperature, weakne 
giddi:.ess, delirium, &c. A total of 12-13 grains antimonium tartaratur 
injected over a period of a fortnight. is about the quantity and tir 
required for an ordinary case of oriental sore by this metnod. 


The photograph is of a typical sore as met with ont here 
generally on exposed surfaces—face, neck, hands, and feet 
often over a bony prominence such as a knuckle or the styloid 
process of the ulna. The subject appeare to us to merit 
attention on account of the probable more frequent occurrenc: 
in the future in England of oriental sore. 





ULNAR NERVE PARALYSIS. 
OPERATIVE TREATMENT FOR THE DISABILITY 01 
M AIN-EN-GRIFFE 
By N. I. Sprica@s, M.D., B.S. LoND., F.R.C.S. ENG 
CAPTAIN, R.A.M.C.(T.), 

AND 
ASTLEY V. CLARKE, M.D. CAMpn., 


COLONEL, A.M.S. (T.F. RES.) 


MANY wounded soldiers, and particularly pensioners, aré 
now to be met with in whom the condition of main-en-griffe 
exists with no prospect of improvement. Although operative 
treatment for hopeless ulnar paralysis has been carried out 
in some cases by tendon transplantation in the forearm with 
successful results, this does not appear to meet the necessity 
of giving the man a useful hand, for the disability ther 
persists—viz., the condition of extension of the proximal! 
phalanges with flexion of the distal ones, more particularly 
in the case of the ring and little fingers. 

We have been impressed by the importance of this 
condition and therefore have studied it on the cadaver and 
can lay down the following points: 


1. The condition of main-en-griffe can be imitated on thx 
cadaver by pulling on the extensor and flexor tendons of th« 
forearm at the same time, or in the normal arm by simu! 
taneous electrical stimulation of both flexors and extensors 
(That is, the forearm muscles are in action while the 
small hand muscles are not in action.) 

2. If in the foregoing experiment on one finger the expose: 
tendon of its interosseus (perhaps with the lumbrica! 
attached) be also pulled upon, the above unfortunate 
position does not result. 

3. If now this interosseus tendon on each side of a finge: 
be joined to that of flexor sublimis, ata point just distal to 
where the latter splits, pulling on the corresponding flexor 
tendon in the forearm gives the finger a useful prehensil: 
power, and the main-en-griffe position is corrected. 


performance from an incision on the palmar aspect ; it ha: 
been done by us on several fingers with apparently the mos 
satisfactory results, and the time it requires after practice is 
only ten minutes. 

An early opportunity wili be taken to carry out this operatio: 
on suitable patients in Leicester, but the true result cannot 
be determined for some considerable time, and the bes! 
technique will be a matter of experience. At this stage i 
can only be said that the junction should not be too taut 
and the best position for it seems to be close to the splittings 
of the sublimis tendon. Of course, it may be found mors 





shaped body are unmistakable. 





This operation on the cadaver is relatively easy of 


difficult to perform when the small tendon of a paralysed 
muscle has to be dealt with, but in that case a split of 
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He was unconscious for ten minutes after they picked him up. 
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blimis tendon joined to the dorsal aponeurosis would 
esumably be equally effective. 

Naturally this suggested operation may be required to 
pplement that of tendon transplantation in the forearm, 
t many cases exist of injury to the ulnar nerve low 
wn, when the disability is evident in the hand only. 

fhis preliminary note is brought forward in the hope 
it others may also try the procedure and that its utility or 


» reverse may be definitely settled. 
Leicester 





CASE OF FRACTURE OF THE HYOID BONE. 


BY ELIZABETH L. ASHBY, M.B., CH.B. Biro., 
M.B., B.S. LOND., 
LAILE HOUSE SURGEON, YWUFEN'S HOSPITAL. KBIRMINGHA) 


THIS case is of interest owing to rarity of fractures of 
yoid bone. Such accidents usually result from pressure 
liberately applied to the neck, as in hanging, strangling, 

throttling, but this case was due to a crush under the 
eels of a motor-van. 

\ labourer, aged 72, was brought into Queen's Hospital at 9.15 p.m 
Dec. 4th, 1917. He had been knocked down 20 minutes earlier by 
tor-van. Occupants of van stated they did not feel van go over bim. 
He was 
eto walk into casualty department. 

in admission patient was bleeding freely from large dirty wound in 
ftoceipital region. While this was being dressed he complained ina 
ry husky voice that he was unable to swallow properly. On exami- 


nation right side of face and neck were very swollen and tender. Palpa- 


n of front of neck revealed sharp angle on left side in region of the 
iid bone. Fracture of hyoid accordingly diagnosed. No other 
inds were found except laceration of mucous membrane lining 
ght cheek. When admitted only slight degree of shock; pulse 84, of 
ad volume, but slightly irregular, axillary temperature 97° F. 
No increase occurred in symptoms of laryngeal obstruction ; 
allowed flu'ds during night. His general conitition remained 
\tisfactory till 5.30 next morning, when he sat up, vomited three ounces 
blood-stained fluid, and immediately collapsed, dying before the 
rse could summon further assistance. 
Post mortem all tissues of neck were severely bruised and infiltrated 
h blood. Fracture of hyoid bone just behind junction of left lesser 
rnu with body; outer fragment displaced backwards. whilst broken 
of body formed subcutaneous angle noticed on admission. Larynx 
attened trom side to side; mucous membrane lining both it and 
arynx discoloured and swollen. No injury of vocal cords. The 
sions had undoubtedly been produced by passage of wheels of van 
rectly over neck. No evidence of injury or disease elsewhere save 
larged and fatty heart. Oeath was probably due to delayed shock 
nsequent upon severe trauma of cervical region 


My thanks are due to Captain W. Billington, R.A.M.C. (T.), 
permission to publish the case 


4 CASE OF ACUTE LYMPHOID LEUK-E MIA. 
JOHN C. TULL, M.D., C.M. McGILL, 


CAPTAIN, CANADIAN ARMY MEDICAL C 


By 
RPS 


luk following case, which came under my notice at a 
ase hospital in France, is considered to be of sufficient 
nterest to be reported. 


Patient, aged 22, admitted to a Canadian General 
14th, 1917, from a C.C.S.,. with weakness, 

welling of glands all over body 
resent illne In perfect health until three weeks before, when he 
dyspniva slight exertion, and was conscious of heart-beat. 
pniwa became rapidly more marked ; not present as he iay quietly 
bed. Distressing cough, worse at night; abundant mucous expec- 
ration; no hemoptysis. Weakness rapidly progressive; no great 
f weight With onset of illness glands of neck first, and very 
axillary and inguinal glands were enlarged; these had quickly 
wn much larger, not painful or tender He had become much 
r; witl thisanzemia some insomnia, constipation, ««7ema of the feet 
lache, and some dizziness. p to admission no ha rrrhages; day 
er admission profuse epistaxis, requiring plugging of naso-pharynx 
and vily history.—Nothing of importance; no history or 

jence of venereal disease. Family history negative 
ysica ’ ) Patient pale, with markedly 
quite husky voice. All palpable lymphatic glands were much 
arged ; this by far most striking feature. Those of neck, especialiy 
teri r cervical, were most enlarged; epitrochlears huge. Axillary 
inguinal glands also much enlarged. Numerous cutaneous nodules 
wer body, evidently collections of lymphoid tissue. Tonsils much 
larged; spleen «quite large and easily palpable. Gums spongy. 
Liver enlarged, but barely palpable. Distinct dullness over sternum, 
bably due to enlarged thymvs and enlarged mediastinal glands. 
dence of bronchitis; no fluid in pleural sacs; no evidence of 
tes. Heart was slightly enlarged to left; at base soft, blowing, 

tolic murmur, not transmitted 
The long bones were not tender cr painful. Fundi oculorum showed 
lor; no retinal hemorrhages. Bothat C.C.S. and at the Canadian 
eneral Hospital T. 103° to 101°. 

The blood count at the C.C.S. showed 49,000 leucocytes, 99 per cent. 
nphocytes. At the Canadian General Hospital several blood counts 
1owed between 33,000 and 40,000 leucocytes, average 96 per cent. 
ymphocytic type and 4 per cent. polymorphs. R.B.C. 3,200,000. 
rine, both at C.C.S. and at this hospital, showed albumin and 
valine casts. 
fospital, Glasgow 


Hospital on 
shortness of breath, 


on 


eT20 


swollen neck 


On Jan. 17th, 1917, transferred to 3rd Scottish General 
; died a week later 











| is the usual procedure. 


The following report of the autopsy has been kindly 
forwarded to me by Captain J. P. Duncan: 


Autopsy.—Body extremely anemic; somewhat emaciate’. 
swelling of neck owing to enlarged glands, chiefly of right side. 
petechiz present over chest. 

Thorax.—Pericardium contains about 4 oz. of clear serum. Numerous 
small hemorrhages in visceral layer of pericardium, especially towards 
base uf heart. Valves of heart normal. Heart muscle pale and soft ; 
fatty degeneration, especially in left ventricle. 

Lungs.—A few ounces of clear fluid in both pleural cavities. Lungs 
anemic with few petechie in pleural surface. Also very edematous 
posteriorly. Extensive enlargement of glands at root of lung and upper 
mevaiastinum. Individual glands not very large; largest about the size 
of small plums, most much smaller. The afféction extends up to neck 
on both sides, as already noted. Glands extremely congested, and are 
the sites of numerous small hemorrhages; appearance unlike what is 
usually found in leukemia; consistence moderately soft 

Abdomen. —Peritoneum contains about a pint of clear fluid. Live: 
somewhat enlarged; periphery of lobules pale, apparently due to 
leukemic infiltration ; also fatty degeneration. Spleen much enlarged 
25 0z.; somewhat pale, not softened; Malpighian bodies enlarged, 
though indistinct. Aidneys slightly enlarged; very pale; apparently 
seat of diffuse leukemic infiltration. Stomach and bowels: Nothing 
abnormal. There is general enlargement of retroperitoneal and 
mesenteric lymphatic glands, to less degree than in thurax. All have 
bright red colour and stand out prominently. Retroperitoneal systen 
more affected than me enteric 

Marrow in ribs and sternum is increased in amount; of pale pinkish 
colour, very soft. 


The case is considered interesting for: (1) Acuteness of 
course of disease, which ran its whole course in less than 
five weeks ; (2) marked enlargement of all palpable glands, 
especially epitrochlears ; (3) profuse hemorrhage from naso- 
pharynx along with rapidly progressing anemia and weak- 
ness; (4) large number of so-called leukemic nodules all 
over body ; (5) large number of young lymphoblastic cells in 
blood, probably associated with acuteness of the disease. 


Some 
Some 





ACUTE INTUSSUSCEPTION: A RATIONAL 


METHOD OF TREATMENT. 


By S. W. Daw, M.B., B.S. Lonpb., F.R.C.S. ENG., 
ASSISTAN SURGEON, LEEDS GENERAL INFIRMARY 

Ir is usually taught that when the surgeon is met by a case 
of acute intussusception in which he finds reduction by taxis 
impossible he should next consider resection of the affected 
portion of bowel, either with end-to-end anastomosis or 
insertion of two Paul's tubes. The mortality in such cases 
is admittedly frightful, since the time taken in the operation 
is a dominant factor. In the following case a simple 
alternative was adopted with the best results. 
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Diagram of forceps being applied 


I was called upon to operate on a boy of about a year old for acute 
ntussusception of some 36 hours’ duration. The tumour was ¢« 
and reduced easily up to the last few inches. Beyond that point n 
legitimate pressure would move it, and the bowel was beginning t 
| show signs of giving way. The stage was reached at which resection 
It suddenly struck me that if the constricting 
entrance could be enlarged there might still be hope of reduction I 
therefore used a pair ef forceps, described in Leeds as ‘‘ ring forceps, 
as used for gripping intestine This instrument (Fig. 1), which is 
supplied by Mr. C. F, Thackray, Great George-street, Leeds, has open 
fenestrated oval blades, but with a much less firm grip than the type 
of tongue forceps which it resembles. 

One blade was inserted on each side of the intussusception, between 
entering and returning layers. (Fig.2.) The blades were then gently 
but firmly separated, and acting thus on four points of the cons ricting 
ring they increased its calibre, so that the intussusception could then 
be easily reduced completely. There was a little lymph on the portion 
of bowel thus exposed, but it appeared quite recoverable, so it was 
returned and the abdominal wound closed. The patient made an un 
interrupted recovery. If the usual procedure ot resection had been 
adopted the patient would probably have died. 

I have used the same method since in another case who was unfortu 
nately very far gone. An otherwise irreducible mass was successfully 


pose 





reduced and the bowel appeared to be recoverable and would doubtles 
) have recovered if the patient had survived long enough. 
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On consideriag the close analogy with ordinary external 
strangulated hernia we see that the entering and returning 
layers correspond with the bowel in the hernial sac, and the 
junction of the returning and ensheathing layers (when the 
mass is reduced as far as possible) corresponds with the 
constricting ring of the external hernia. In tabulated form 
the methods of recovery are as follows :— 


Strangulated Hernia. Intussusception. 


1. Spontaneous reduction. 1. Spontaneous reduction. 
2. Reduction by taxis. 2. Reduction by taxis (after the 
abdomen is opened). 
3. Reduction after division of 3. Reducti n after dilatation of 
constricting ring. coustricting ring. 
4. Reduction with resection. 4. Resect'on. 


. Recovery after sloughing. 


5. Recovery after sloughing. 

The third heading is usually overlooked in the treatment 
of intussusception and it is under this that I would place 
the procedure which I have suggested. The constriction 
might equally well be removed by cutting. but the method 
of dilatation referred to is simpler and quicker as no sutures 
are required. I have seen no reference to this line of 
treatment and should be glad to know if it has been used 
before and, if so, with what results. 

Leeds. 





A CASE OF CONGENITAL HYPERTROPHIC 
STENOSIS OF THE PYLORUS; 
GASTRO-ENTBROSTOMY AT THE AGE OF SIX WEBKS; 


RECOVERY. 
By T. JASON Woop, M.D. LOND.. 


SURGEON TO THE BRADFORD ROYAL INFIRMARY 


In September, 1916, I saw in consultation with Dr. W. R. 
Thompson, of Shelf, a male infant, aged 6 weeks. The child 
was unable to retain food, everything being vomited shortly 
after ingestion. The history of the case was as follows :— 


The child was the youngest of six, all healthy children. Nothing 
wrong was noticed the first week after birth, but at the end of this 
period he began to vomit his food and soon n-thing was retained. 
Various methods of feeting had been tried, including rectal alimenta- 
tion, but no improvement had resulted. 

Condition: A large framed child, extremely emaciated ; peristaltic 
movements of the stomach were easily se+n after palpation of the 
abdomen. Nothing further was made out at this time on palpation of 
the abdomen. though when the patient had been anesthetised the 
pylorus could be felt. I gave the child a small quant:ty of water to 
drink, which he took greedily. Tois was vomited with much force, 
after being swallowed for three or four minutes, 

A diagnosis of pyloric obstruction was made and immediate opera- 
tion was decides upon. The child was removed to a nursing home and 
the operation was performed the following dty. When the abtomen 
was opened the appearance of the abduminal contents was remarkable 
not a particle of fat was present, the omentum and mesentery were 
delicate transparent membranes. The stomach was large «nd its walls 
thickened. Tne intestines were empty and the small intestines pre- 
sented the appearance of wrinkled wet tape. The py! rus was a white 
cylinder about ? of an tnech long by 4 an inch in diameter. which felt 
almost as hard as cartilage and in which no lumen could be made out. 
The condition of the pylorus did not seem to be favourable for a plastic 
operation or for dilatation ; posterior gastro-enterostomy was therefore 
performe 1. 

fhe operation presented no special difficulty as the first part of the 
jejunum was not so contracted as the lower intestines. Two pairs of 
Mirchell’s pile clamps, the blades being covered with rubber, made 
admirable camps. After the operation the child was enveloped in a 
mass of cotton-wool, and continuous saline infusion given by the rectum. 
This was well taken, asthe patient was too weak to move about and so 
displace the tube. Bilious vomiting occurred during the first 24 
hours, but ceased after the stomach was washed out. Feeding by the 
mouth was commenced on the third day, and from this time torward 
no trouble was experienced. 


I should have liked to have tried the effect of gastric 
lavage as recommended by Hatchison, but the child’s con- 
dition was so critical that I did not care to run the risk of 
losing time. I cannot think, however, after seeing the 
pylorus, that it would have been of any service. There has 
been no interference with the child’s nutrition. At the 
age of 9 months he weighed 23 lb. ; now, at the age of 
14 months, he is a particularly fine baby, and his mother 
tells me he can run about. 

The alternative operations to gastro-enterostomy in these 
cases are: (1) pylorectomy; (2) dilatation of the pylorus 
through an incision in the stomach wall; and (3) pyloro- 
plasty. (1) Pylorectomy would probably be too severe a 
strain for a weakly child to bear; (2) Loreta’s operation is 
little, if any, less severe than gastro-enterostomy and the 
result is less certain ; (3) pyloroplasty, again, is no less 
severe than gastro-enterostomy and is more uncertain in 
result. In the above case I do not think it would have been 
practicable owing to the rigid state of the pylorus. 
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THE FUTURE OF THE MEDICAL PROFESSION UNDER A 
MINISTRY OF NATIONAL HEALTH. 

A GENERAL meeting of this society was held on May 29 
in continuation of that held on April 15th,' Sir RickMa 
GODLES, the President, being in the chair. when the resume 
discussion was opened by Sir WILLIAM OSLER on the Fatur: 
of the Medical Profession under a Ministry of Nationa 
Health 

The Profession and the Nation. 

Sir WILLIAM OSLER said: Surgeon-Major Gordon Dill is 
to be congratulated on the completeness of his scheme and 
on the lucid way in which he has presented it. I regret that 
unforeseen circumstances deprived me of the pleasure of 
hearing him, but I have read with uncommon pleasure his 
brave attempt to link a Minister of Health with the general 
practitioner. It will be impossible to do more than to toucii 
upon a few points. Upon two there is more or less agree- 
ment. First, the urgent need of consolidation and coérdina- 
tion in the various departments which now deal with public 
health. For this the Astor report has put an irresistible case 
and public opinion appears overwhelmingly in favour of a 
complete reconstruction, preferably, I should say, abont the 
Local Government Board asa centre. Secondly, the nationali- 
sation of medicine has of late progressively advanced in a way 
to indicate the possibility of devising acomplete scheme. The 
insurance, the tuberculosis, the syphilis, the maternity and 
the child welfare legislations have brought the State to the 
door of the general practitioner ; and, willy-nilly, he has 
become in some measure a civil servant. Much of this 
legislation has lacked effectiveness owing to a timorous 
regard for the fetish of local authority. There are public 
enemies that can never be conquered without an organisa- 
tion representing a general staff; and let us hope 
that a strong Ministry of Health will not be con- 
tent with a guerilla warfare against such preventable 
diseases as tuberculosis and syphilis. With intellectual 
weakness in high places the profession has too often suffered 
the pace to be set by organised ignorance. It would require 
the aggressive surgery of a hundred Horsleys to put an appre- 
ciation of what science means in medicine into the heads of 
some of those in control of the money-bags. For example 
how many thousands a year does the King Edward H >spita 
Fund contribute to the pathological and clinical lab »ratorie 
of the London hospitals? What is the annual budget f« 
pathological work in each of the hospitals controlled by 
the Metropolitan Asylums Board! Bumbledom of this 
type in a new Ministry of Health would only mean 
an exchange of the whips of Solomon for the scorpions 
of Rehoboam. But there is hope—in the Local Govern 
ment Board, which should form the nucleus of th¢ 
new department, the spirit of Sir John Simon still lives 
Then the war has furnished the profession with a great 
lever in public health matters ; see to it that we have contro! 
of the handle. 


The Independence 0) the General Practitioner. 


Upon three critical and contentious points I will speak 
briefly. The first and most important is: Can you 
save a free-souled, self-reliant man as the executive office 
of such a formidable row of inspectors, directors, adminis 
trators, Secretaries, and Ministers as are included in Major 
Dill’s scheme? The English general practitioner has a 
interesting history, which someone should write. His gradua 
evolution during the last century may be best read in o1 
literature from the picture of the father of Arthur Pendennis 
through the novels of Trollope (Dr. Thorne), Mrs. Gaskel 
Miss Martineau, and George Eliot. Having absorbed th 
apothecary and killed dead the pure physician of the type « 
Erasmus Darwin and Caleb Hiller Parry, he poses, but rare! 
practises, as a surgeon, and withal remains our very bons 
marrow! Isa scheme possible in which he is a paid officia 
of the State, yet independent; a civil servant, yet a fre 
agent ; the executive officer of a city or county council, y: 
alive to the needs of science? Would he be able to sa 





1 See Toe Lancet, April 20th, p. 570. 
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to a fussy county inspector ‘* None of your blank business! ”’ 
without a thought of a black-book at Whitehall! Could 
Major Dill leave him this privilege all may be well. 
Some of you may remember how the Alabama student 
inswered his wife Isaphena when she complained of his 
wearing at her—if it is not my duty it is at least my 
wivilege. Whatever is done, leave the general practitioner 
the luxury of damning his superiors all up the line without 
the risk of losing his billet. Frankly, I do not see in Major 
Jill’s scheme how we are to have that competition which 
jas played such an important role in the life of the pro- 
fession for at least 2500 years, as illustrated by the 
jidding of the free Greek towns for Democedes, the 
sir Arthar Newsholme of his day. With the whole 
population in a State service, how is competition 
to be made effective? I am less worried about the 
hoice of doctor, a rare privilege of the free-born Enaglish- 
man, than about the choice of practices and pstients, and 
about the individual development of a progressive ambitious 
man who loves his profession, who hates politics, and who 
is too honest to pull wires. Evil will, I fear, be mixed with 
the good. How far we are from unanimity upon the 
working of the National Insurance Act—an unmixed curse 
yne says, an undiluted blessing says another. A practical 
outcome was mentioned to me last Saturday in a town of 
30,000 inhabitants. Six years ago not a doctor in the town 
had a motor, to-day not a doctor is without one. For what 
miserable mess of pottage do they sell their souls, I hear my 
good friend Gordon, of Exeter, murmur. Well, I have twice 
known the panel pence start good clinical laboratories 
in country practices. It may be possible to work out a 
scheme, but not, I trust, at the sacrifice of the independence 
of the general practitioner ; and in any system there should 
be room for the competition that refreshes alike brain and 
bank, and makes the worth of a man in a community depend 
on his individual effort. 


Research and the State. 


The second point is the relation of the State to research. 
Not even the brilliant work in preventive medicine of Sir 
John Simon and his colleagues and successors has been able 
to overcome in certain quarters an invincible prejudice 
against State aid. It is an academic obsession, peculiarly 
insular and Anglican. There are those present who 
will remember the virulent outburst at a meeting of 
the governing body of the Lister Institute, when it 
was proposed to wed that somewhat sedate vestal to the 
National Research Committee. The unholy proposal was 
rejected by an enormous majority. There are no grounds 
whatever for this distrust —contrariwise, there is every reason 
to encourage the union, and a good outcome of the war has 
been a removal to a great extent of this unreasonable 
prejudice. Cut out Lister’s work, and in the field of infec- 
tions practically all the first-hand discoveries made in this 
country have been by men in official harness, such as 
Griffith Evans, Manson, Ross, Bruce, Leishman, and others. 
The debt of the profession is one-hundred fold greater to 
the Local Government Board for its researches in preventive 
medicine than to all our universities combined. The mouths 
of all carpers have been closed by the series of splendid 
monographs issued during the war by the National Research 
Committee. It illustrates what can be done by a group of 
men with a good organisation and an effective executive 
That in these days of tribulation Sir Walter Fletcher and 
his colleagues have been able to accomplish so much is 
a source of genuine pride. What a rich store of merit they 
have acquired for the fresh fields and pastures new as a 
department of a Ministry of Health! 


The Question of the Hospitals. 

Thirdly, the hospital in the scheme. I agree with Dr. 
Benjamin Moore that in any plan the hospital should form 
the unit or centre about which the general practitioners 
should unite, and Major Dill appears to share this view. 
They are preparing for the change, and within a few years 
there should be a thoroughly practical working combination 
of the voluntary agencies with the State. The country 
hospitals—others, too—have already placed their services 
most generously for the work in tuberculosis, in syphilis, 
and in child welfare. But to come into a national 
scheme there will have to be certain radical altera- 
tions in the arrangement of the staff. In many the 


under the pension boards, the maternity doctor, the 
infant-welfare doctor have been recognised, and special 
departments opened. The difficulty will be with medicine 
and surgery, if there are to be paid consultants attached to 
the hospitals. Let me speak of medicine only, as nowadays 
we Can grow surgeons anywhere. Not so the modern phy- 
sician, who has to be a man of much broader gauze, and is 
much harder to cultivate. Let us recognise frankly that in 
any new scheme there must be a reduction in the number of 
attending physicians. To grow a good consultant in Major 
Dill’s scheme, take a physician of 30 or thereabouts, 
make him a half-time man with a good salary, give 
him 80 to 100 beds, with control of the out-patients 
and a staff of paid assistants. His job would be 
in the hospital from 9 to 1, seeing the special cases 
sent from the neighbouring doctors, making the ward visit, 
and directing the work in the clinical laboratories. The 
afternoon would be occupied in private consultations and in 
country visits at fixed rates. What a godsend such a man 
would be in every county! One would suffice. Even under 
present circumstances such men exist; but we all know 
that pure medicine, as a study, has not of late been fostcred 
in our county hospitals, some of which are still without the 
essential clinical laboratory. Such a man, too, would be in 
daily touch with the other departments—tuberculosis, 
syphilis, children. And one thing he would be expected 
to do, make the dispensary a living force in pre- 
ventive medicine. He would be the centre of the social 
service work, which makes the out-patient department the 
strong arm of the hospital in its relation with the public. 
As that pioneer, Richard Cabot, says, the dispensary work is 
radical, fundamental, and preventive ; and hits the problem 
of disease at three vital spots—rooting out foci in families 
or districts, by following home the clues presented in the 
person of the patient, checking disease in its incipiency, 
and preventing chronic patients from relapsing into a dis- 
couraging and vegetative existence. The very best men in 
the country would be glad to make this their life-work ; and 
in any national scheme I sincerely trust that the profession 
and the hospital authorities will deal with existing 
difficulties in a generous spirit. 

There are many other questions upon which I should like 
to dwell had I time, but just one other consideration. A 
strong Ministry of Health, backed by a united profession, 
could initiate important reforms which seem at present 
hopeless. The reconstruction of our medical schools, the 
destruction, preliminary to rearrangement, of the cur- 
riculum, the establishment in our hospitals of up-to- 
date cliniques, a degree for London students, the abolition 
of the super-tax on British students by unn+cessary 
examinations—some at least of these reforms a strong 
central organisation could force through the blind opposi- 
tion of vested interests. These are post-bellum pro lems 
for the young men, who will meet them with a new knowledge 
and with courage and confidence. It will be a pleasure for 
the seniors to stand by and see fair play between them and 
the public, as represented by the authorities. Metabolism 
does not necessarily mean progress, and in the body-politic 
it is not always easy to distinguish kata fromana. A full 
and free discussion, such as Major Dill’s paper will bring 
out, should be most helpful, if it does nothing but quiet 
that large and important group whom the fear of change 
perplexes and appals. 

Discussion. 

Mr. E. B. TuRNER said that there were 18 Government 
central departments and 9 local departments looking after 
public health. A Ministry of Health was essential in order 
to codrdinate and bring into line overlapping interests. 
There would be three different spheres of action: (1) Pre- 
ventive; (2) clinical, dealing with the treatment of 
individuals ; (3) research, which would work with 1 and 2, 
and on which much of the success of these branches would 
depend. At the head of thedepartment should be a Minister 
of Cabinet rank, assisted by an Advisory Board consisting of 
members with a skilled knowledge of the profession and a 
sound understanding of the work. Everything connected 
with the health of the community should be taken over by 
the Ministry. Preventive and clinical branches were both 
necessary, and ought to work together under officers of equal 
power and estimation who should have had some years’ 
clinical training at any rate. It was essential to work in 
with existing conditions. Use should be made of every kind 





tuberculosis officer, the syphilis expert, the neurologists 


of practitioner, who should be able to obtain consultation, 
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special treatment, and advice, and could send specimens for 
examination, so as to enable the poor to have as good treat- 
ment as the rich. In addition, good nursing should he 
available for the indastrial classes, either in the home or in 
hospital. He would not allow the general hospital to pass 
entirely under the Government, or the soulfulness in the care 
given to patients by voluntary hospitals would be lost. He 
thought it would be a good thing to extend the priaciple 
of tne cottage hospital, so that the patient should have 
hospital nursing but the practitioner continue the treat- 
ment ; every general practitioner should be encouraged to 


take responsibilities and. independence over the whole range | 


of the profession. All inspections should be carried out by 
whole-time officers; the clinical work according to the 
amount to be done and the number of patients to be looked 
after. In any service which might be constituted under a 
Ministry of Health it was essential that conditions should be 
such that anyone, whatever his status in the profession 
might be, could take service in it in exactly the same way 
as he might in the Navy or Army, and thus avoid any great 
gulf being fixed between the private and Government 
practitioner. 

Dr. JOHN McVAIL hoped that the efforts to obtain a 
Ministry of Health would be successful. Discussion might 
centre around the department or departments which should 
constitute it, but to him the primary question was the extent 
and character of the services which the Ministry would require 
from the medical profession. At the foundation of pre- 
ventive medicine we needed the general practitioner, who 
saw the patient at the commencement of the disease and 
therefore the disease in its earliest stages. He spoke of the 
need for competition, and whether appointments should be 
whole or part-time, and whether work should be salaried or 
otherwise. He thought there was no fear of official life 
killing healthy competition and emulation. It had not done 
so in the Public Health Service. Much depended on the 
individual. A lazy man might thank God that he had 
got a soft job and settle down to idleness, but taking 
the profession as a whole the good men were in a 
majority and a good man would be stimulated by the 
knowledge that he had an assured position and could 
devote himself whole-heartedly to his professional labours. 
He continued: In respect of diagnosis and treatment doctors 
and hospitals would join forces. Within the area of each 
great hospital as a centre the services of the laboratories and 
dispensaries and X ray and electrical departments, and the 
advice and help of the hospital staff would be available to 
the practitioner for the benefit of his patients. Once a year 
he would have a period of post-graduate study at his own or 
some other central hospital. Also, he would have a period 
of rest and holiday. Fall utilisation of medical time and 
capacity ought to be a feature of any such scheme. At 
present many a student showing exceptional fitness of a 
particular kind, say, for laboratory or research work, or 
specialisation of any sort, was compelled to go into general 
practice in order to earn a living. Under a _ properly 
coordinated system he should be enabled to develop his 
talent. He might do part-time special or research work and 
part-time general practice. He would not require to be half 
idle in the early years of his career owing to his reputation 
not being established. At the other end of life, when 
reputation had come, but owing to advancing years capacity 
for work was diminishing, he would not be under pressure, 
as at present, to undertake more than he felt he was fit for. 
In conclusion, the speaker emphasised the point that in 
connexion with a Ministry of Health the preventive side of 
medicine should be developed. The medical profession was 
capable of taking a great share in national reconstruction 
and their share should be on the lines of maintenance of 
health in addition to treatment of disease. 

Dr. W. GORDON said that the time was overdue for a 
Ministry of Health. There should be three departments of 
the Ministry—(1) clinical, (2) administrative, and (3) pre- 
ventive. Officers of the administrative department should 
be whole-tim2 workers; those in the clinical department 
should not be whole-time officers, for this would destroy 
clinical medicine. There must be part-time service in 


clinical work to ensure competition, and thus keep members | 


of this branch up to date in modern thought. It was very 
necessary to retain the personal relationship of the people 
with their medical adviser, and for this reason the general 
practitioner must be the centre of the work. The medical 





profession must have an adequate voice in the Ministry ; the 
Minister should have medical knowledge, and must be 
assisted at the Ministry by trained and educated minds. 

Mc. HaypDN Brown trusted that the members of the 
profession would not be found wanting in fature when 
Ministers looked to them for help, as they were in the days 
when the Insurance Act was framed. It was a Ministry of 
Health that was now wanted, and that should now solely 
and singly be considered ; when this was formed the question 
of State Service would come up in its turn to be fought out 
by the Ministry, aided by the medical profession. He 
continued : Some of those present complained that medical 
men were not sufficiently represented in Parliament. It 
was medical men themselves who were to blame for this. 
We were bound to enter into political movements, but 
not necessarily into party strife ; at least some medical 
men must be men of affairs as well as medical practitioners, 
if they would wish to sit in Parliament ; and as scientists 
they should be valuable and be welcomed in Parliament, 
whether as belonging to one party or another. In this Royal 
Society of Medicine we had the concrete material in the 
amalgamated societies. When amalgamation took place ten 
years ago he fully expected that the one society would consti- 
tute a powerful body out of which would come representative 
opinions and judgments that would be found valuable to 
assist Parliamentary legislators. There had been scientific 
meetings held, but little beyond. What we now wanted was re- 
inforcement in both medical and public interests. We wanted 
the steel of an additional section—namely, a Section of Medi- 
cal Economics—to meet once a week, fortnight, or month, 
as the case might be, which should concern itself with all 
those matters about which Parliamentary Ministers required 
scientific enlightenment. Legislation ought to be carried 
out in future by the ready help of authoritative medical pro- 
nouncement whenever such might be required in the public 
health interests. If they did not like his proposition, then he 
would suggest an alternative—a Committee of Reconstruction 

Dr. SMirh WHITAKER spoke of the future of the medical 
profession under a Ministry of Health. He said that 
the object we should keep in view in considering the re- 
construction of the medical service was to make the best 
possible use of medical man- and woman-power in peace as 
we had done in war. We should make the most efficient use 
of the abilities of the members of different sections of the 
profession which should be codrdinated for such a service. 
With the Ministry of Health each branch of the profession 
could do its work better than at present. The work of the 
general practitioner was of fundamental importance, but he 
was not in a position to give the best help to the public. 
There were two kinds of specialists. The real specialist was 
one who had made a special study of one branch of the 
profession, and in this way could give special service. On 
the other hand was the service of those who had access 
to certain equipment; this could be given by a general 
practitioner. 

Sir W. WATSON CHEYNE said that when we had a Minister 
of Public Health he must first get the medical branches of 
the various departments into his hands; he could then 
codrdinate them. 

Dr. G. E. HAstip said that in the past legislation had 
been patchwork. The poor and the rich received the best of 
attention, but the treatment of those situated intermediately 
was an absolute failure. As science advanced diagnosis 
became more difficult, and specialists were needed. The 
panel system had in no way advanced the progress of 
medicine. Part-time clinics were needed to codrdinate 
hospital and general work ; salaried work would gain the 
best work. A great deal of preventive medicine should be 
done in the home. The necessity for cleanliness was not 
sufficiently impressed upon the people, and the medical prac- 
titioner should be so independent as to be ina position to 
speak straight to his patient and not in consequence to run 
the risk of losing him. 

Surgeon-General Sir BERTRAND DAWSON said that there 
was need for discussion between the members of the profes- 
sion, and he proposed that the meeting be adjourned fora 
week or such convenient time as could be arranged. 

The PRESIDENT asked whether the State would limit the 
number of students entering the profession, or would careers 
be found for all. He thought a young man should be free to 
carry out his own work and investigation apart from the State. 

The discussion was resumed on Wednesday, June 5th. 
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WEDNESDAY, MAy 297. 
THE Council resumed its sittings at its offices, 44, Hallam- 
treet, W., Sir DONALD MACALISTER, the President, was in 


Penal Cases. 

rhe Council began the hearing of disciplinary charges 
igainst practitioners. 

The first case was that of Arthur Edward Gladstone, 
M.R.C.S. Eng., L_ R.C.P. Lond., of Alexandria, New Zealand, 
vho was summoned to appear on the following amended 
charge : 

‘That being a registered medical practitioner you abused your 
position by committing adultery and eloping with Mrs. Margaret 
Francis Haye, whom and whose husband and family you had 
trended professionally, subsequent to which you were co-respondent 
n the case of Haye v. Haye aud Gladstone in the Probate, Divorce and 
Admiralty Division (Divorce) of the High Court of Justice in which 
roceedings a decree of divorce was pronounced on April 10 h, 1916, and 
made ab-olute on Oct. 16th, 1916. And that in relation thereto you 
have been guilty of infamous conduct in a professional respect.” ‘ 

There was no complainant in the case. 

Mr. CRAIG HENDERSON (on behalf of Mr. Gladstone) 
submitted evidence that at the present time his client was 
not permitted, owing to the war situation, to leave New 
Zealand. Otherwise he would have been present in person 
to answer the charge. 

The PRESIDENT announced that the Council found the 
facts alleged against Arthur Edward Gladstone to have been 
proved to its satisfaction, that it adjudged him to have been 
guilty of infamous conduct in a professional respect, and 
lirected the Registrar to erase his name from the Medical 
Register. 

THURSDAY, May 30TH. 

The Council considered the case of George Harry Bishop, 
M.B., Ch.B. Vict. U., 68, Leman-street, Aldgate, E., who was 
summoned to appear on the following charge :— 

“That, being a registered medical practitioner, you were at the 
sessions for the jurisdiction of the Central Criminal Court commencing 
on Oct, 9th, 1917, convicted of the following misdemeanour —namely, 
of conspiring with other persons to defeat the provisions of the Military 
Service Act, 1916, by enabling persons liable for military service vo 
wholly or partially escape from that liability, and were sentenced to 
12 months’ imprisonment without hard labour.” 

Mr. Bishop did not attend, but after counsel had made a 
statement on his behalf, 

The PRESIDENT said: I have to announce that, it having 
been proved that George Harry Bishop was convicted of the 
misdemeanour alleged against him in the notice of inquiry, 
the Registrar has been directed to erase his name from the 
Medical Register. 

The Council then considered the case of John Henderson 
Bell, M.B., Ch.B., M.D. Edin., 33, Beaufort Mansions, 
Chelsea, 8S. W., who was summoned to appear on the following 
charge :— 

“That being a registered medical practitioner you were convicted ot 
the tollowing misdemeanours—v'z.: (1) At the Marlborough Street 
police court on June 29th, 1917, of unlawfully and wilfully attempting 
to produce a disease in one Albert Cyril Orr, a man belonging to His 
Majesty's Forces, contrary to the Detence of the Realm Kegulations, 
and were sentenced to six months’ imprisonment with hard labour. 
(2) At the Clerkenwell police court on July 5th, 1917, of unlawtully 
doing an act prepara’ ory to the commission of the offence of unlawfully 
and wilfully producing a disease or iufirmity in one Howard Hawkins. 
a man belonging to His Majesty's Forces, contrary to the Defence of 
the Realm Regulations, and were sentenced to six months’ imprisun- 
ment with bard lab yur. Both sentences on your appeal to Quarter 

Sessions being modified to six months’ imprisonment in the Second 
Divison.” 
Dr. Bell attended and was defended by Mr. A. Neilson, 
counsel 
Mr. HARPER, the Council’s solicitor, handed in the 
certificates of conviction. He dealt at length with the 
procedure in the courts under which the convictions had 
been obtained. The case had been appealed to Quarter 

Sessions, and the matter was a very serious one which 

would require the full consideration of the Council. He 

stated that a number of petitions signed by medical men 
on behalf of Dr. Bell had been sent to the Council. 
The PRESIDENT: These are ex parte statements and 


Mr. NEILSON then addressed the Council on behalf of Dr. 
Bell. He urged that he should have an opportunity of 


putting the full facts of the case before the Council in orde: 
that it might judge on them and say whether on them Dr 


Bell’s name ought to be removed from the Medical Register 
He referred to Section 29 of the Medical Act, which said 
that if a registered medical practitioner should be convicted 
of any felony or misdemeanour the Council might, if it saw 
fit, direct the Registrar to erase his name from the Medical 
Register. That did not mean that no inquiry should be held 
by the Council. The Council was entitled to go into the 
other facts besides the mere conviction in order that it 
might exercise its discretion. 
The PRESIDENT : The Council does not understand that to 
be the meaning. 
Mr. NEILSON: I am entitled to discuss the facts and 
circumstances in which Dr. Bell was convicted. It would 
be a great hardship if Dr. Bell was not allowed to submit 
to the Council all the medical facts. The learned magistrate, 
who was an extremely experienced gentleman, seemed to 
have accepted that the hypodermic injection of a 4 gr. ot 
morphia was enough to produce disease in a man’s knee 
He was instructed that that was impossible. In the case 
where Orr was concerned the man was a deserter who was 
awaiting punishment, and upon his evidence alone was Dr 
Bell convicted. In the civil courts, where he was accustomed 
to practise, that evidence would not have been accepted as 
sufficient. The Council must consider these facts to see 
whether it would exercise its discretion in the case. 
The PRESIDENT said that, the conviction having been 
proved, the Council had to consider the evidence upon 
which the conviction was obtained in order to see whether 
the offence was one which justified the Council in removing 
the practitioner from the Register. The conviction would 
have to be accepted. That was the practice of the Council. 
Mr. NEILSON : But is it not necessary that you should know 
the facts’? 
The PRESIDENT: It is necessary to know the effect of the 
evidence. 
Mr. NELSON said that all he was asking to do was to put 
before the Council the matters which were so material to 
Dr. Bell. 
Sir A. BoDKIN (the Legal Assessor) said that the circum- 
stances, the nature and character of the offence, any matters 
in excuse or extenuation of the offence, the character and 
reputation of the practitioner, were all matters which the 
Council would consider important for it to know in order 
that it might carry out its duty under Section 29 of the 
Medical Act. 
Mr. NEILSON: That is all I am contending for. I must 
accept the conviction as a conviction, but the surrounding 
facts are matters which you consider before exercising your 
discretion. He went on to state as follows: 

For 17 years Dr. Bell had practised asa physician and surgeon. He 
had a good remunerative practice and was in comfortable circum 
stances. He had a patient called Markham, who had a shop in Great 
Portland-street. As regarded Orr the history was this. In January, 
1917, Markham telephoned to Dr. Bell and said he had a friend at Great 
Portland-street who was suffering from: some knee trouble and suffer 
ing great pain. Heasked Dr. Belltocome. Dr. Bell put some drugs 
into his bag and along with them a hypodermic syringe. He went to 
Great Portland-street, where he found (rr, who was in the uniform of 
the Australian Forces. Orr told Dr. Bell that he had trouble with his 
knee. Hes:id that he had slipped off a "bus. Dr. Bell examined the 
knee and found it a littl« swollen and tender. After Dr. Bell examined 
it and handled it Orr said that it gave him great pain. It was then that - 
Dr. Bell gave the injection of a quarter of a grain of sulphate of opium. 
He injected it three inches above the knee and told the man as he was 
in pain to go to a military hospital and rest his knee. Dr. Bell 
was paid a guinea and went away. That was the only time he ever 
saw Orr. The man went toa military hospital and it appeared that he 
was a deserter from the Australian Forces. He was court-martialed 
and sentenced. He then said that Dr. Bell had conspired to get him 
away from military service. Now as to the second charge. In May, 
1917, Markham again came to Dr. Bell and said that he knew somebody 
who had nose trouble, and that he had recommended him to consult 
Dr. Bell. Dr. Bell sai‘, ‘‘ Bring him here.” He, however, wanted Dr. 
Bell to see him at his own place, and he took Dr. Bell to Great 
Woodstock-street. Dr. Bell was told that it was nose trouble, and he 
took with him ahead mirror, a nasal speculum, a pair of nasal forceps 
a bottle of suprarenal extract, some cotton-wool, a thermometer, and a 
stethoscope. That was all he bad with him. Dr. Bell founda man 
dressed as an Australian soldier. He was introduced under the name 
of Burgess to Dr. Bell. Now it was known that his name was not 
Burgess; he wasa warrant officer of the Australian Forces, and he was 
employed by the military police. His name, as they now know, wa 
Howard Hawkins. Dr. tell examined his nose with some care: 
In the right nostril he found some mucus Dr. Bell put 
some wool on the nasal forceps. Afterwards there was another 
piece of cotton-wool put on the forceps. It was soaked in supra 





cannot be taken into consideration at this stage 





renal extract and applied to the nose. Then in a minute the door 
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was opened. In camea sergeant and a medical officer of the Australian | in all. Bacteria, however, are not suited for observations 
Forces. it was admitted that nothing for the purpose of producing au 


injury to health was found amongst Dr. Bell's things. At no part of 
the proceedings was any attempt made to prove that any money had 
been received by Dr. Bell. He had, of course, received a guinea for 
his treatment of Orr. Those were the circumstances. There had never 
been a whisper against Dr. Bell. He had been distinguished in his 
profession and reputable in his life. 

Evidence to the effect that Dr. Bell's character and repu- 
tation were of the highest was given by the Rev. Dr. 
PENTREATH, Mr. J. P. HEDLEY, of Harley-street, and Mr. 
E. H. P. TAYLOR, a registered dentist. Counsel put in a 
letter written by Dr. S. A. Kinnier Wilson, of Harley-street, 
testifying to his high opinion of Dr. Bell's character. 

Dr. BELL gave evidence on his own behalf. He stated 
that he had heard the statement made by his counsel and 
it represented the true facts of the case. In regard to the 
ease of Orr he did nothing more than administer the injec- 
tion of 4 gr. of salphate of morphia. Such an injection 
could not create any disease. It was injected under the skin 
of the thigh about three inches above the knee. As to the 
case of Hawkins, he put questions to him regarding his nasal 
symptoms, and his answers led him to believe that he had 
them. He proceeded to examine him. The only forceps 
which he had used was the ordinary nasal forceps. There 
was some mucus in the right nostril, and it was a little 
swollen. The man behaved in a strange way and his advice 
to him was that if he did not want him to proceed with 
treatment he should go to a hospital. He had received no 
fee in this case. 

The PRESIDENT (addressing Dr. Bell) said: I have to 
announce to you that the Council does not see fit to direct 
the Registrar to erase your name from the Medical Kegister. 

Fripay, May 31st. 

The Council considered a charge against Frederic Cecil 
Robinson, M R.C.S. Eag., L.R.C.P. Lond., Carshalton-road, 
Sutton, of abusing his position as a registered medical 
practitioner by writing improper letters to a patient whom 
he was attending professionally and by paying her improper 
attentions. Having found the facts against Mr. Robinson 
to be proved, the Council adjudged him to have been guilty 
of infamous conduct in a professional respect and directed 
the Registrar to erase his name from the Medical Register. 


Dcbiewos and Hotices of Pooks. 














Medical Contributions to the Study of Evolution. By Pro- 
fessor J.G. ADAMI, M.D., F.R.S. London: Duckworth 
and Co. 1918. Pp. 372. Price 18s. 


THIS book consists, firstly, of the Croonian lectures 
delivered before the Royal College of Physicians in 1917, 
and, secondly, of a number of the author's papers on related 
subjects reprinted from various jouroals from 1892 to 1914. 
itis primarily intended, as the preface tells us, rather for 
the biologist than for the medical man, but it will doubtless 
appeal to many members of the medical profession who are 
interested in the biological aspect of their calling. 

The first part, comprising the Croonian lectures, is divided 
into seven chapters, and begins by calling attention, justly, 
as we believe, to the unsatisfactory state of biological 
opinion on the problems of variation and adaptation, and 
to the comparative ignorance of zoologists and botanists 
with regard to modern discoveries in bacteriology. The 
author regards ‘‘ academic” biologists as still, to a great 
extent, dominated by the ideas of Weismann, not perhaps in 
detail, but in the general belief that adaptation has arisen 
exclusively by the ‘fortuitous’ occurrence of adaptive 
germinal variations which have been preserved and per- 
petuated by natural selection. The main thesis of the 
lectures is that congenital adaptation is not really different 
in kind from individual adaptability ; that, in fact, just as 
the individual adapts itself directly to changed environment, 
so the species likewise possesses adaptability, and gives rise 
to germinal variations of an adaptive nature when the environ- 
ment is such as to call them forth. This germinal adapta- 
tion is illustrated first by reference to mutation in response 
to changed conditions in the bacteria, and examples are 
given showing that mutations so produced may be per- 
manent, and do not arise by the selection of chance varia- 
tion of some individuals, but rather by an adaptive change 





which shall settle the vexed question of the inheritance of 
‘ acquired ’ characters, since in them there is no separation 
of body cells from germ cells. The next chapter is there- 
fore devoted to an account of many phenomena of direct 
adaptability in the higher animals, sach as the production of 
immunity to bacterial and other toxins, and it is pointed out 
that the body—or its constituent cells, when once it has got 
into the habit of acting in certain ways, continues that habit 
after the original stimulus has disappeared. Then examples 
are given showing that toxins or other p»isons may produce 
effects on subsequent generations, proving that the germ 
cells may be affected by them, and it is suggested that if 
such poisons as alcohol may influence the germ cells it is 
still more probable that the secretions of the ductless glands 
must also do so. In this way it is suggested that a 
mechanism may be imagined whereby adaptations acquired 
by the parent may be transmitted to its offspring as true 
germinal variation. The last two chapters of Part I. give a 
most interesting account of the chemical constitution of the 
proteins, on which is based a ‘* biophoric ”—i.e., molecular 
or chemical hypothesis of the nature of the material basis of 
heredity, in place of the corpuscular hypotheses which have 
tended to occupy the minds of biologists since the time of 
Weismann. 


Part II. consists of a series of nine papers dealing rather 
more fully with the same subjects as are considered in 
Part I., and the general impression left in the mind after 
reading them is that, with the possible exception of the last 
(on digestion, immunity, and anaphylaxis), the amount of 
new matter contained in them hardly justifies their inclusion 
Part III., on ‘‘Growth and Overgrowth,” deals very largely 
with the origin and nature of malignant and other new 
growths, and although it is not without bearing on the 
main subject of the book, it will appeal more to the 
pathologist than to biologists in general. 

On the general thesis put forward it is too early 
yet to offer a decided opinion. There is little doubt that 
the problem of adaptation is still very far from being solved, 
and every reasonable attempt to approach a solution should 
be welcomed by biologists. Professor Adami has made such 
an attempt, and all students of biology should be grateful 
to him, not only for his able presentation of important facts 
which are less familiar to many of them than they should 
be, but also for his formulation of a hypothesis which may 
at least help to clear a’ way in the right direction. We 
cannot think, however, that it offers a solution which is to 
be held complete. It is based on the assumption that every 
change inacell must of necessity induce further changes, 
since the cell protoplasm is constantly in unstable equilibrium. 
Professor Adami writes, for example, that when a germ cell 
is heterozygous for two Mendelian characters ‘‘ we may safely 
say that there must beinteraction” between them......‘‘so that 
eventually a succession of heterozygous generations will give 
rise to forms without the pure dominant gross characteristics, 
but showing an approximation to intermediate properties.” 
Now this, it seems to us, to quote the author’s words two 
pages later, is ‘‘a deduction destroyed bya fact.” For in all 
the wild primulas the ‘thrum-eyed’ form is constantly 
heterozygous, and in all species of animals showing sex- 
limited transmission one or the other sex is constantly 
heterozygous for the characters so transmitted. All men, 
it seems certain, are heterozygous for the colour-blind 
and hemophilic conditions (with the exception of those 
who are affected) and yet the race does not approximate 
to an intermediate state between normal and abnormal 
colour-vision or blood coagulability. Nevertheless, we 
believe that a great part of the author’s position may 
prove to be justified, and the book should greatly help 
biologists to a better understanding of the relevant and 
necessary facts. 

When there is so much that is admirable it seems un- 
gracious to find fault, but we cannot forbear protesting 
against the mistaken presentation of Professor Bateson’s 
position as stated on p. 73 and elsewhere, and in general to 
the tone of the author’s references to one of the most 
distinguished living students of heredity. Itis to be regretted 
that, doubtless owing to pressure of other work, there has 
not been more revision of the text of the lectures in respect 
of topical and personal references, and many will hold that 
it would have been better to consign to oblivion the 
correspondence printed in the appendix. 
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Industrial Accidents. 


HE study of the occurrence and prevention of 
industrial accidents should be looked upon as a 
form of preventive surgery, and preventive surgery 
has not been recognised as a branch of medical 
science: the medical profession has disregarded 
it. just as it disregarded preventive medicine 
before the days of Simon. Probably most medical 
men consider the science of accident prevention 
to be summed up in danger notices in the 
streets, in red lights on railways, in guards 
yn» dangerous machinery, and such-like devices, 
und that it ends there. Yet the recent inves- 
tigation into industrial accidents carried out 
by Dr. H. M. VERNON‘ shows how intricate 
ire the influences determining accidents; and 
that these influences call for careful study, 
not merely of the environment of the worker, 
but also of the condition of the worker in 
relation to that environment. The environment 
ncluding under that term such things as lighting, 
temperature, and ventilation—is as important as is 
housing to general health; while alcohol consump- 
tion, fatigue, and psychical influences, since these 
nfluences can here be more readily determined, 
present their importance even more clearly than in 
he field of preventive medicine. 

Much in the past has been written on the occur- 
rence of industrial accidents, but the data for investi- 
gation have been imperfect because they have only 
referred to the occurrence of major accidents which 
ire at individual factories (fortunately) too few to 


lraw valuable deductions from. But if the acci- 
lents from a number of factories are combined. 
vhile the conditions of each factory vary as 


egards hours of work and of meal-times, processes. 
ighting, and all other circumstances, such a diver- 
sity of environment is presented as to baffle elucida 
tion. Recently, however, a great development has 
taken place, especially in engineering factories, 
wing to steps taken to improve the condition 
{ munition workers, which have included the 
treatment and record of the occurrence of minor 
njuries—a movement which has been expedited 
'y a Home Office Order calling for the provision in 
actories of first-aid facilities. Now, for the study 
f the causation of accidents, minor injuries are 

s useful as major ones, and they are far more 

umerous. Indeed, in practice each worker would 

ppear on an average to receive first-aid treatment 

hree or four times a year. Dr. VERNON has taken 
dvantage of the existence of such records and has 

submitted some 50,000 accidents occurring at only 
hree factories to intensive inquiry; investigating 
heir hourly, daily, and monthly variations, allow- 
An Investigation of the Factors Concerned in the Causation of 


idustrial Accidents. By H. M. Vernon, M.D. Health of Munition 
irkers’ Committee, Memo. No. 21 (Cd. 9046). Price 6 





ing at the same time for rate of production, and the 
numbers employed. No such investigation into 
industrial accidents has previously been made and 
the publication reflects great credit on its author. 
The first point which is demonstrated is that the 
paramount influence affecting the occurrence of 
accidents is rapidity of output; a simple and 
obvious fact which, curiously enough, had escaped 
the attention of those who were busy claiming the 
incidence of accidents as the direct indication of 
industrial fatigue. Dr. VERNON shows that fatigue 
does affect accidents, but that it is only a subsidiary 
influence, an influence often less important than 
such psychical influences as an excited mental 
state on commencing work, or a calm mental 
state during the undisturbed hours of night work. 
The influence exerted by temperature, which Dr. 
VERNON detected by correlating the occurrence of 
accidents and thermograph readings, is a good 
example of the scientific character of his work, and 
of the way in which investigators of this interesting 
subject must be prepared to make direct appeal to 
experiment to obtain information. The conclusion 
that accidents are fewest when the temperature 
is between 65 and 69'F. is, perhaps, somewhat 
unexpected, as this range of temperature is not 
that which is generally accepted to be an optimum 
temperature for either work or the sickroom; and 
interest would attach to further investigation of 
this matter by correlating the occurrence of acci 
dents with workshop ventilation as measured by 
the Kata-thermometer. 

Indeed, throughout all his work Dr. VERNON is 
careful to point out that he is only commencing 
a study which calls for much further research in 
different directions. He has, however, broken new 
ground; he has cleared away much useless impedi 
menta; he has shown how complicated is the 
problem and demonstrated the necessity for further 
inquiry. Certain points are elucidated, and there 
still remains the duty of making widely known 
these ascertained facts, that factory managers may 
adopt practice in conformity with them. Any effort 
to describe in detail Dr. VERNON’S memorandum 
would do less than justice to his work, for he has 
gathered into it a wealth of detail and analytical 
discussion which can only be appreciated by reading 
the whole as set out by him. And we hope that 
it will be closely read by all those interested in 
industrial matters, and that the investigations now 
started will be carried on. Otherwise industrial 
accidents will, and must, continue to occur with 
their old familiar frequency. 


+ - 


The Vis Directrix of the Healthy 
Body. 


lecture delivered during his American 
tour last year General T. H. J.C. GOODWIN paid a 
tribute to the efficiency of general medical educa 
tion and training in this country as evidenced by 
the successful manner in which the youthful 
members of the Army Medical Corps had, without 
special training, grappled with the complex 
problems of army sanitation. He went on to urge 
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the advisability of making public health work 
and some instruction in military hygiene and 
sanitation a compulsory part of the curriculum of 
every medical student. The General Medical Council 
is taking steps to put some such suggestion into 
practice, and at its recent session instructed its 
Education Committee to report on the steps desir- 
able for promoting the teaching of preventive 
medicine in the medical schools throughout the 
country. Dr. J. C. McVaim, who proposed the 
motion, desires for the general practitioner a larger 
influence in the prevention of disease. He is not 
concerned so much with the establishment of new 
teaching chairs as with a new orientation of out- 
look with regard to existing teaching. The whole 
conduct of life from the point of view of 
national efficiency must be the objective of a new 
system of medical education on preventive lines. 
Professor G. ELLIOT SMITH. who seconded the 
motion, further emphasised the necessity for 
bringing the teaching of physiology into more 
intimate relation with the practice of medicine. 

In this connexion we should like to commend for 
careful study the thoughtful address given by 
Dr. J. S. HALDANE before the Edinburgh Patho- 
logical Club. Dr. HALDANE drew therein a striking 
picture of the vis medicatrix of the sick body and 
the vis directrix of the healthy body which corre- 
sponds to it. As the former restores both structure 
and function in the sick, so the latter regulates 
at every moment the activity of the healthy. 
The two forces are indeed different aspects of one 
and the same thing,and the organic regulation of 
both structure and activity is constantly needed 
to aid and supplement the practice of medicine and 
surgery. Disease is the breakdown of regulation 
at one point or another, and practical medicine 
is simply the assistance rendered to nature in 
restoring and maintaining effective organic regula- 
tion. This is, we take it, the kind of application of 
physiology to the practical medical needs of ever y- 
day life desired alike by the Director-General and the 
General Medical Council. Dr. HALDANE’'s damaging 
assertion that a capable doctor has to neglect to a 
large extent the physiology he has been taught 
and has to make for himself a new and often very 
crude physiology”’ must not rule in the recon- 
structed medicine of the future. 








THE NATIONAL MEDICAL UNION.—The annual 
general meeting of the National Medical Union, presided 
over by Professor William Russell, President of the Royal 
College of Physicians, Edinburgh, was held on June Ist at 
346, Strand, London. The meeting was well attended, and 
the following resolutions were unanimously agreed to :— 


1. ** That this annual meeting of the National Me tical Union advises 
its members not to sign any appli-ation for exemption under the 
Secon Military Service Act, as, to do so may render them liable to be 
transferred to other localities for civilian practice or to be compelled to 
undertake p+ne! practice in their own localities.” 

2. ** That the National Medical Union re-states its contention that the 
establishment of a Ministry of Health ought to be postponed until after 
the war and protests against a propaganda directed towards the pre- 
paration of an atmosphere in the pub ic mind favourable to an estab- 
lishment of general State Medica! Service, such a general Sate Medical 
Service being, in the opinion of the Union, an unwa:rantable iaterfer- 
ence on the part of the Government with the relation which exists 
between the public and members of the meaical profession.” 


The meeting also unanimously confirmed and adopted the 
resolution of its Council approving of the principle of com- 
pulsory medizal service of purely military nature, but 
strongly condemning any attempt to extend compulsion in 
respect of civilian practice. 





Annotations. 


**Ne quid nimis. 





CAMP INFECTIONS. 

ONE of the serious problems which sanitary 
authorities the world over now have to face is the 
prevention of infection among the population of 
military camps. Living,as the men do, in a hygienic 
milieu vastly better than the average of civil life 
the problem might have been supposed easy of 
solution. How far that is from being the case the 
experience in regard to cerebro-spinal fever and 
measles in camp life gives eloquent testimony ; 
and if such unproved and vague suppositions were 
not opposed to the right medical spirit, we might 
share the view that there is a something in the 
nature of camp life which tends toward the 
grouping of unusual infections or unusual forms 
of common infections. Taking cerebro-spinal fever 
as it occurred, for instance, in the New Zealand 
camps during the year 1916, the Director-General 
of Medical Services then found no evidence that 
the infection originated in the civil districts. 
The crowding together of men of like age and 
disposition had been followed by, even if it had not 
determined, the outbreak. Another striking illustra- 
tion is afforded by an account of the outbreak of 
pneumonia in an unusual form during the last 
quarter of 1917 at the camp Zachary Taylor in 
Louisville, Ky., and reported in the Journal of the 
American Medical Association for March 30th by 
Dr. W. W. Hamburger and Dr. L. H. Mayers, of the 
Medical Reserve Corps, U.S. Army :— 

The base hospital was opened in September, and in this 
and the following month 30 cases were admitted with the 
usual picture of lobar pneumonia, only one death occurring 
from pneumococcic meningitis. October ushered in an 
epidemic of measles followed by broncho-pneumonia 
of a fulminating character, leading rapidly to dyspnoea 
and cyanosis. Of 102 cases of this type many (the 
authors omit to state how many) died. The majority 
of cases developed while the men were still warded for 
measles as close sequele to the primary disease, only a 
few after returning to duty. Post mortem multiple peri 
bronchial abscesses were found. At the beginning of 
December a very fatal form of lobar pneumonia took its 
place, this proving due to a brand of hemolytic strepto 
coccus. Some cases started insidiously with sore-throat or 
cough, others abruptly with extreme prostration and even 
collapse, death occurring in three or four days with a 
suggestion of general sepsis. In both groups empyema 
was of frequent occurrence, amounting to nearly one-third, 
and during a particular four-week period almost to one-half 
of the total 274 cases. Chests full of pus were found giving 
a history of less than 24 hours’ duration, and the develop 
ment of complete empyema within this period was demon 
strated repeatedly on the X rayscreen. Purulent pericarditis 
was an occasional accompaniment. Rib resection proved a 
disastrous method of treatment, no single patient surviving 
it. Continuous intercostal drainage by water-pump suction 
gave much better results, especially after experience had 
led to regarding every patient complaining of tightness in 
the chest as a potential empyema. Collapse occasionally 
following mere puncture was attributed to the withdrawal! 
of too large a quantity of fluid at one time, or to the 
releasing into the circulation of toxic substances, no 
further accident occurring after the use of 4 per cent 
cocaine to anesthetise the needle-track right down to the 
pleura and the removal of only a small quantity of pus at 
the first sitting. 

It may be noted that the outbreak at Zachary 
Taylor has had its parallel in camps on this side 
“An epidemic of measles followed by broncho- 
pneumonia of a fulminating character leading 
rapidly to dyspnoea and cyanosis” has its exact 
counterpart in the “ purulent bronchitis ’ described 
in two instructive articles which we published 
last year: the one by Hammond, Rolland, and 
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Shore dealing with cases at a base in France, the 
other by Abrahams, Hallows, Eyre, and French with 
an outbreak in the Aldershot Command. In the 
latter series the mortality was 25 per cent. and 
the parallel is rendered closer by the fact that in 
another series of cases investigated by these 
observers measles was an invariable antecedent. 
In general, however, the condition has arisen 


as a pathological entity de novo in various 
parts of the command. Characteristic is the 
expectoration of large quantities of thick, 


purulent sputum, in which the pneuwmococcus 
and Pfeiffer’s bacillus are always to be found. 
Dyspnoea and cyanosis are constantly present, while 
a certain number are acutely ill from the outset 
with what is apparently a septicwmic condition. In 
this type of case the mortality is very high. Apart 
from such a condition of purulent bronchitis, the 
incidence of lobar pneumonia in the command is 
high, the majority of cases running an anomalous 
course, no orthodox crisis occurring, and a remark- 
able proportion developing empyema. Fortunately 
the mortality attaching to this complication is low. 
Experience has led to the expectation of pus 
developing. and early aspiration has made unneces- 
sary the later resort to resection. The infection 
is largely pneumococcal,in a smaller number the fluid 
containing a streptococcus of low clinical virulence. 
Another condition frequently encountered in the 
Aldershot Command is characterised by an initial 
temperature of 104° or 105°, followed by a moderate 
pyrexia of 101° to 103°, persisting for 3-8 days, with 
entire absence of any demonstrable physical signs 
or of unpleasant sequela. The condition bears 
no resemblance to any condition encountered in 
civil practice. Blood cultures have so far been 
negative, but a high degree of contagiousness is 
present. 

It is a question whether there is anything about 
these camp infections to postulate a mystery in 
their cause. With an aggregation of men under 
common conditions we get several factors con- 
ducing to the spread of any conditions, good or 
bad, physical or moral. To begin with, the 
mathematical chances of intercommunication of 
any infection are increased in abnormal ratio by 
large numbers, inasmuch as these present enormous 
opportunities for the infected material to meet 
with the uninfected. Again, the common environ- 
ment, when it is good, as a rule obtains no credit 
for the maintenance of good conditions, and there- 
fore is left out of calculation; but it is there all the 
same, and if the common environment is not good 
many infections get their chance. Lastly, the 
mental atmosphere of a camp tends to homogeneity, 
and if it is bad has a bad effect upon any epidemic 
which might otherwise have remained of a lesser 
severity. 


EXTRA RATIONS FOR THE MOTHER. 


CONCESSION in regard to the food-supply of the 
expectant and nursing mother has been announced 
by the Food Ministry, and we attribute it, in part 
at least, to the representations of the National 
Association for the Prevention of Infant Mortality. 
Expectant mothers in the last three months of 
pregnancy may now receive, on application to their 
local food office, an extra ration consisting either of 
two meat coupons or of one butter coupon per week, 
and in districts where a milk priority scheme is in 
force they may also obtain a priority permit for one 
pint of milk daily. Nursing mothers do not receive 
an additional ration, but are entitled to the rations 








obtainable for the infant—namely, the child's 
weekly ration of meat, butter, and sugar, and to 
priority for 1: pints of milk daily. That both 
expectant and nursing mothers should receive an 
adequate allowance of suitable food is of the utmost 
importance at all times, but especially now when 
the strain of work and anxiety rests heavy on them. 
The recognition that two living organisms require 
more food than one has been long delayed, but 
is none the less welcome. 


VENEREAL DISEASES AND ENLIGHTENMENT. 


EDUCATIONAL propaganda for the control of 
venereal disease are effective in proportion to their 
zeal and wise direction, and in Dr. C. J. Macalister we 
have an experienced mentor whose hints may well 
be taken to heart. Hint 1 is that any effort is 
likely to be ineffective unless the whole medical 
profession in an area takes a practical interest in 
it. Speaking on June 5th at the Royal Institute 
of Public Health, London, Dr. Macalister reminded 
us that in Liverpool the unanimous action of the 
medical profession at the beginning of 1914 
led to the effective participation of the Lord 
Mayor and of other citizens assembled at the 
town hall, and that from this germ sprang 
the whole Liverpool propaganda. Now three or 
four lecturers are sent at a time to a military camp 
after previous arrangement of the time-table with 
the headquarters staff, each lecturer giving from 
three to four addresses with an average attend- 
ance of 1000 men. In this way 10,000 to 15,000 men 
may be influenced in a single day. In regard to 
the type of instruction, Dr. Macalister holds it 
inadvisable to deal with symptoms. At treatment 
centres it is no uncommon experience for people to 
present themselves imagining that they are suffer- 
ing from venereal disease and thereby inculpating 
an innocent wife or husband. Dr. Macalister’s 
experience in dealing with Friendly Societies may 
have instruction for others. Difficulty arose in 
persuading them to alter their misconduct rules, 
and the suggestion was made to him by an official 
that the only effective way to get at the societies 
would be by getting himself elected as a member 
in order to acquire the right of addressing their 


meetings. The persuasive powers of Dr. Macalister 
and of his colleague, Dr. R. W. Mackenna, as 
Oddfellows, soon convinced the Lodges. Dr. 


Macalister lays stress on the value of advertise- 
ment directing attention to the salient points of 
the venereal campuign in such local newspapers 
as are widely read by the working classes, and on 
the display of posters in industrial areas where 
they will attract the attention of those who need 
help. The success of Dr. Mackenna’s pamphlet 
entitled “’Shun” has, we understand, been world- 
wide. In Liverpool a meeting at which medical 
students were addressed was followed by an 
enthusiastic discussion of the subject among the 
students themselves of both sexes. The difficulty 
in regard to inducing patients to persevere with 
treatment is likely, in Dr. Macalister’s opinion, to be 
remedied in the long run by a demand for notifica- 
tion on the part of the public, who will insist on this 
measure in order to safeguard themselves. In teach- 
ing prophylaxis he fears that the teacher may be 
acting as the devil’s envoy, but he is a whole- hearted 
supporter of early preventive treatment of an 
effective nature. Referring to enlightenment of the 
civilian population, permission has been obtained 
from the Liverpool Education Committee to hold 
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evening meetings for parents at various schools, a 
practice which might be widely extended. The 
only effective safeguard for the future lies in 
ensuring that boys and girls shall not reach the 
realm of manhood or womanhood without knowing 
the danger to their own health and that of others 
resulting from immoral practices. Dr. Macalister’s 
«ddress before the Royal Institute of Public Health 
will be read with profit by all engaged in the 
venereal campaign when it appears in the Journal 
of the Institute. 


THE REINSTATEMENT OF DR. JOHN 
HENDERSON BELL. 


ON June 29th last Dr. John Henderson Bell was 
convicted at the Marlborough-street police-court 
of “attempting to produce a disease’’ in a man 
belonging to H.M. Forces, and at Clerkenwell 
police-court in the week following of “doing an 
act preparatory to producing a disease or infirmity” 
in another member of H.M. Forces. On conviction 
he was sentenced to six months’ imprisonment 
with hard labour, subsequently modified on appeal 
to six months’ imprisonment in the second division. 
The General Medical Council on Thursday of last 
week, after hearing at length the evidence tendered 
by Dr. J. H. Bell and by counsel on his behalf, 
did not see fit to erase his name from the Medical 
Register. The fact of conviction had to be accepted 
by the Council; that was, the President stated, its 
established practice. Reference to the Council 
was limited to a consideration whether or not the 
evidence justified removal of Dr. Bell’s name from 
the Register. Dr. Bell in his own statement con- 
tented himself with describing the treatment he 
had administered, which appears to us in the light 
of a perfectly usual and proper medical routine. 
The General Medical Council appears within the 
limits dictated by its constitution to have taken 
the same view, and we congratulate Dr. Bell on his 
acquittal from criminal action and on his complete 
reinstatement in the view of his professional 
colleagues. A miscarriage of justice has thereby 
been rectified, although tardily. 


Sir Bertrand Dawson will deliver the Cavendish 
Lecture on" The Future of the Medical Profession ”’ 


at the West London Hospital on Thursday, July 4th, 
at 8.15 p.m. ne 


THE Croonian Lectures of the Royal College of 
Physicians of London will be given by Dr. W. 
Langdon Brown on Tuesdays and Thursdays, 
June 13th, 18th, 20th, and 25th, at 5 o'clock, the 
subject being “The Role of the Sympathetic 
Nervous System in Disease.”’ 





THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 





SUBSCRIPTIONS TO THE SECOND APPEAL. 
[He following subscriptions and donations to the Fund 
have been received during the week ending June lst : — 


£ s.d. £es.d 

Dr. Xillen... ... 1 QO Sir Rickman Godlee ... 4 2 6 
Dr. Edhir - 1 1 0} Dr. Bowe (sale of 

Medical Insurance microscope) ... os 3 6 

Agency (per Dr. Has Dr. Taylor ‘ 22 0 


lip, chairman) 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, 8 W.1, and should be made payable to the Belgian 


Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 





MEDICAL ADMINISTRATION IN THE 
ALDERSHOT COMMAND. 


Sir Watson Cheyne took recent occasion in Parliament, 
from very much inside knowledge, to suggest that the 
medical conduct of the war had been impaired by a good 
deal of administrative muddle. It would have been rather 
extraordinary if the machinery devised to meet the needs of 
a small standing army had been found adequate to deal with 
a war which broke out suddenly, assumed the proportion of 
a world struggle in a few hours, and was from its commence- 
ment attended with completely new departures ir every 
sphere of medicine. 

The Early Struggles with Difficulties. 

The country, as far as medical administration went, 
was not so unprepared in the pre-war days as it was in 
many other directions; the arrangements with regard to 
Territorial medical officers had been well devised and were 
promptly put into action, while remarkable voluntary 
activity on the part of the medical profession as a whole, 
both in general and special directions, placed at the 
disposal of the authorities from the beginning the material 
for a large and unusually competent medical depart- 
ment of the Army. But the plans of the Territorial 
side had to be acted upon with great precipitancy, while the 
voluntary or temporary officers of the Royal Army Medical 
Corps had to be sifted from an immense and heterogeneous 
mass into a service where numbers went where numbers 
were required, and where special duties would be rendered 
according to the demand upon them by persons properly 
qualified to discharge them. It was inevitable that the 
administrative work thus postulated should be attended with 
great difficulties, and that some of these difficulties would be 
got over less readily than others, and to these facts Sir 
Watson Cheyne was alluding in much the terms that have 
been openly employed in our own columns. We all know 
that, in many places and for many reasons, there was a lack 
both of economy and of right adaptation in the use of the 
medical material at the disposal of our armies. How could 
it have been otherwise at first’? And there we leave this 
matter, premising that in medical circles the troubles thus 
indicated are not believed to have been removed entirely, 
but they are now being dealt with in accordance with a 
general and orderly scheme. The Medical Advisory Board 
has been reconstituted under Lieutenant-General Goodwin, 
and is taking steps to obtain along the different lines the best 
avaflable medical talent for the Army; while a new card 
index, giving the full history of every medical officer with 
the forces, will prevent a wrong use of special qualifications 

Sir Watson Cheyne’s remarks referred to an earlier 
situation, but they were taken by various critics of 
the Army Medical Service as implying that the net 
result of medical efforts in this war has been failure, 
whereas it really is, in general terms, success. It was 
left for the well-known weekly paper 7ruth to more com- 
pletely misunderstand Sir Watson Cheyne than any other 
journal, and this is astonishing, because the criticisms in 
Truth on naval and military administration, both before the 
war and since, have always been marked by accuracy as well 
as fairness. Truth, however, seized upon Sir Watson 
Cheyne’s statements, and said that they were no doubt 
inspired by knowledge, and that instances to support his 
view of mismanagement in executive departments were 
not far toseek. And this is the unfortunate example of 
mismanagement that T7ruth selected to offer for public 
consideration : 

**Towards the end of 1915 some wiseacre decreed that all surgical 
cases at Aldershot were to be treated in the Cambridge Hospital and al! 
the medical casesin the Connaught Hospital. In theory it sounded prac 
ticable, but in working it has meanta vast amount of trouble and re 
duplication of labour. At times the Connaught is overcrowded, while 
half the beds are empty in the Cambridge, and vice versa. In addition 
each hospital has numerous V.A.D. hospitals affiliated to it, and these 
branches now have to draw patients froin both hospitals, thus doubling 
the inspection and clerical work and generally creating confusion. 
Yet, although the unworkability of the scheme has been demonstrated 
beyond all cavil, no attempt has been made to acknowledge that it was 
amistake. I suppose somebody's amour propre would be hurt.” 

It would have been almost impossible to find a more complete 
example of representing the thing that is white as black. 
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As a matter of fact, the story of medical development in 
the Aldershot Command supplies a good example of evolution 
in difficult circumstances, and it is now told in some detail, 
because the difficulties with which the Royal Army Medical 
Corps in this country have had to struggle on their adminis- 
trative side have never been sufliciently appreciated. Some 
excellent books have been written to illustrate the many 
adversities with which military medical organisation has 
had to cope abroad, in the far East, and the East, and the 
West, and doubtless the circumstances on those fronts have 
often been of a more moving nature than any which home 
environment can supply; but those who know the mass of 
effort which had to be started, sifted, and arranged at 
home will recognise the total unfairness of representing 
those efforts to have resulted in general failure, though par- 
ticular breakdowns may have occurred. One of these has 
not occurred at Aldershot. 


The Medical Administration of the Commana. 


rhe two great hospitals at Aldershot, the Cambridge and 
the Connaught, are military hospitals, and before the war 
took all sorts of cases—medical, surgical, and special 
arising in the area of a great Command. The hospitals were 
of the usual military pattern, had about 500 beds each, and 
served the needs of the Command, receiving also their propor- 
tion of military patients from abroad. When the war broke out 
the two hospitals, maintaining their general range, became 
the centres of tremendously increased work. Special depart- 
ments were added, temporary officers were attached as 
medical or surgical specialists, or as experts along all the 
usual lines of differentiation. At the Cambridge a large 
number of new huts were added, while around Aldershot, 
through the patriotism of private citizens, Voluntary Aid 
Hospitals sprang up, and were staffed by the local medical 
profession, and supervised from the Cambridge and Connaught. 
The following figures will give an idea of the expansion of 
the Cambridge and Connaught, the pre-war figures of their 
accommodation being 472 and 500 beds respectively, not 
including some 80 or 100 beds in the Thornhill Isolation 
Hospital. In January, 1916, there were 730 beds in the 
Cambridge. in June of the same year 760 beds, and to-day 
there are 946; in January and June, 1916, there were 900 
beds in the Connaught, and to-day there are 1200. 

The map shows the foundation all round the two hospitals 
of V.A.D. hospitals which have arisen in response to local 
generosity, and which are staffed by local medical men under 
the supervision of the officers of the Cambridge and Connaught. 
(Fig. 1.) As the war went on the work both in and affiliated 
to the two big hospitals grew larger, the various necessities 
for specialism in many directions increased, with the result 
that at each institution work was being done in duplication 
or triplication of work done elsewhere, and it became evident 
to Sir Alfred Keogh, at that time Director-General of the 
Army Medical Service, that the old pattern was incapable of 
extension and that modification was needed so as to meet 
the new requirements. The staff needs were filled by temporary 
officers of the Royal Army Medical Corps, as the regular 
officers of that corps went off mostly into administrative 
posts, and while all these officers worked to the utmost of 
their ability the conditions under which the work was done 
were severely against them. In some instances they were not 
well selected for their posts, and in no case did they enjoy 
any security of tenure. ‘hey were in the hospital one day 
trying to learn duties for which they were without the proper 
equipment, and the next day saw them drafted elsewhere 
when, perhaps, they were just beginning to realise their 
shortcomings as a prelude to being really useful. It was 
impossible not to see that there was ample room for reform ; 
indeed, that it was necessary to change a system which con- 
tained within it all the elements of failure, of disappointment 
for the medical staff, and even of malpraxis for the patients. 
Sir Alfred Keogh took the advice of Sir Arbuthnot Lane, 
who, on being appointed Consultant Surgeon to the 
Command, recommended, as the first step towards sub- 
stituting order for well-meaning but haphazard and often 
ineffective tactics, that the Cambridge Hospital should be 
converted into a purely surgical institution and the 
Connaught Hospital into a purely medical hospital. The 
immediate result was to set free in the Connaught for patho- 
logical and research work a great deal of accommodation 
previously designed for surgery, and to give increased space 
in the Cambridge for surgical development. 








The Results of Reform : the Cambridge Hospital 


At both hospitals the reform was taken full advantage 
of. At the Cambridge the appointment was made at once 
of experts for surgical, pathological, and ancillary work in 
every department, the men to whom the posts were given 
being selected for their fitness. Their names cannot be 
given in deference to the general rule which governs all 
military activity, a rule which precludes the publication of 
these staffs, even in the Army List, although that official 
compilation is no longer in general circulation. But, asa 
matter of fact, their names, in many instances, are familiar 
to our readers, who know, therefore, that the description of 
them as well fitted for their posts is truth and not—in the 
slang of the moment—a collyriunm. Their numbers are 
significant. In July, 1915, the medical staff numbered 46, 
including 6 specialists; in April, 1918, when the work was 
properly arranged, a far larger number of sick could be dealt 
with more adequately by a staff of 22, including 9 specialists. 

Under the new pattern a fine operating theatre was built 
and other space was gained for the practice of surgery by the 
removal elsewhere of the record office, whose premises are 
now utilised in the out-patient department, and by the 
rearrangements for surgical stores. Departments were 
immediately erected within the hospital for specialist treat- 
ment and the intensive care of patients along the new lines 
These departments cover the whole range of modern scien- 
tificsurgery. There isan Abdominal Department, a Genito- 
Urinary Department, while other surgical cases are allotted 
to a Department for Fractures (further subdivided into 
Simple and Compound), an Orthopedic Section, Sections for 
Throat, Ear, and Eye cases, an Electrical and X Ray Depart- 
ment, Massage and Gymnastic Departments, and Psycho- 
therapeutic and Pathological Sections. A department was 
also instituted for the treatment of fractures of the jaw and 
all the general and cosmetic surgery and dentistry included 
in this category of injury. This department rapidly grew in 
importance and offered a field for some remarkable new 
surgery, both in theory and technique ; and, when it becam: 
clear that its energies required more room in which to 
develop, suitable accommodation was found for it at Sidcup. 
The work which is now being done at Sidcup was described 
in THE LANCET last November, and many typical cases of 
the treatment there given of terribly and pathetically 
injured men have been published since, with illustrations. 
All this splendid work was started at Aldershot, and the 
opportunity for evolution into a centre of permanent import- 
ance, where some of the saddest wreckage of the war could 
be restored to the duties and amenities of citizenship, was 
made possible by the grouping of surgical cases which 
followed on the transformation of the Cambridge into a 
purely surgical institution. ; 

In the meantime, and despite the relief given by the 
removal of jaw surgery to the (ueen’s Hospital, Sidcup, the 
pressure on the space of the Cambridge increased, and how 
it was met is indicated by the fact that there were only six 
‘‘huts” before the war, while 23 have been erected since. 
Of these ‘‘huts’’ some are on the same plateau as the main 
building and others in the valley below, while their descrip- 
tion as ‘‘huts” should have a few words of explanaiion 
because those who have not actually seen the modern 
hospital ‘‘hut” obtain, from popular association with the 
word, a wrong impression of the accommodation given. 
The huts at Aldershot are thoroughly well-found hospital 
annexes, clean, airy, adequately furnished, heated, and 
lighted ; they are in every respect suitable for the reception 
of most forms of surgical cases, not in the first acute 
stages. The huts in the valley are reserved for walking 
cases (which to a great extent implies patients who are able 
to go to a central latrine) and are only a few yards 
from the central hospital; the patients who sleep in them 
go up to the main building for meals. as well as to the various 
special departments for their surgical treatment. The huts 
are entirely suitable for the purpose to which they are put. 
(Fig. 3.) , : 

The surgical work within the walls of the hospital and its 
annexes led immediately, when it was arranged along an 
orderly pattern, to great development in the treatment of 
out-patients. The out-patient department of the Cambridge 


1 See especially THE Laxcet, Nov. 3rd, 1917, pp. 687, 850, 852, 888 
and 892. 
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is now of a valaable consultative nature, and its large range 
is indicated by the fact that in 1917 upwards of 60,000 cases 
were treated in the various sections, including, of course, in 
this figure the cases seen on more than one occasion. All these 
cases were seen at the Cambridge either by an expert surgeon 
from the general consultative point of view or by medical 
officers specially detailed for work under the various indi- 
cated sections. The point to be remembered is that all 
these thousands of cases were referred to the experts 
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by the medical officers in the various units of the 
They were all cases under treatment where the 
assistance of the expert was required by the medical officer 
in whose charge the patient was. An out-patient, we may 


\take it, is differentiated everywhere from an in-patient 


mainly by the two facts that first, transit to the hospital does 
not present insuperable difficulties to him, and, secondly, his 
general condition is not acute. With those differences the 


‘ clinical material, finding its way to the out-patient depart- 
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The sites of the Cambridge and Connaught Hospitals, the Military Hospital, Woking, and the Frensham Hill Hospital are 
specially indicated, and the auxiliary hospitals are shown connected by lines to them. The circle circumscribing a dot 


signifies that the institution while auxiliary to one hospital receives patients from the other. 


Thus, the Alton and 


Henley Park Hospitals, auxiliary to the Cambridge, receive patients from the Connaught; and the Windlesham and 
Eversley Hospitals, auxiliary to the Connaught, receive patients from the Cambridge. 
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FiG. 2. 


ment of the Cambridge, differs little from the clinical 
material supplied by the more severely sick cases within the 
walls ; it follows that every unit in the command has the use 
forsurgical purposes of special departments in genito- urinary, 
orthopedic, throat, ear, eye, and dental surgery. At the 


-Cam bridge 


electrical and X ray departments out-patients obtain most | 


valuable help in the later stages of their disabilities. 
Developments at the Connaught Hospital. 


While the conversion of the Cambridge Hospital into a 
purely surgical hospital gave fine opportunity for surgical 
work, the conversion of the Connaught Hospital into a 
purely medical hospital had similar results for general, pre- 
ventive, and special medical work. The Connaught is more 


modern than the Cambridge as a building, dating only from | 


20 years ago, and the structural opportunities were taken 
full advantage of when the alteration in function had been 
decided upon. At the time of the 
conversion, that is to say in March. 
1916, there were two operating 
theatres—one, which was fully 
equipped and quite efficient for all 
ordinary purposes, was part of the 
original building (of this more anon) ; 
the other was a uew building with 
all modern conveniences, situated 
on the ground floor. The latter 
theatre, where the lighting was not 
well arranged, included the usual 
annexes met with in modern theatres 

namely, rooms for the preparation 
of the patients, for storing anti- 
septics, for dressings and assistants, 
for anesthetists, and for laboratory 
purposes. On the conversion of the 
Connaught into a purely medical 
hospital the upstairs operating theatre 
was kept for surgical work, being 
retained in readiness to meet any 
emergencies that might arise within 


now over 1200 beds ; for the patients 
do not exhaust the possible source 
of emergency surgical trouble, as 
the institution is the centre of many 
activities in which accidents zan and 
do occur to those in varied employ. 
Here are still performed operations FIG 





. 3.—Lower huts at Cambridge Hospital; view 


Hospital, Aldershot. 


of an absolutely urgent character upon cases whose chances 
would be jeopardised by transfer. The cases are operated 
upon by the surgical experts at the Cambridge Hospital, 
| which is only a mile and a half away; in other words, 
delay in consultation between the two hospitals is not 
really greater than might often occur between the surgical 
and medical wings of a general hospital. 

While the upstairs theatre was thus retained for emergency 
use, the new operating theatre with its annexes was trans- 


| formed into quarters for a first-class electro-thera peutic depart- 


ment (Fig. 5), comprising an X ray room with all modern 


| apparatus workable under exceptionably good conditions, 
| with rooms for every form of electro-therapy, including 


mercury vapour lamp, sinusoidal treatment, and radiant 
heat, as well as electric baths. A third room is kept for 
massage, and a fourth for the officers in charge of the 
department. This elaborate department replaces a previous 


ar wena, 
igh ae 


the walls of an institution containing (|! iz é 


of interior. 
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small and inconvenient X ray room, which when the 
Connaught was a mixed hospital formed all the accommoda- 
tion that could be allotted to a therapeutic development 
that had come into being after the hospital was built 
During the year 1917 an average of over 50 patients a day 
have received treatment in the new electro-therapeutic 
department, while continuous radiographic work, represent- 
ing investigations into gast:o-intestinal diseases and thoracic 
diseases, is able to be carried on. 

Before conversion into a medical hospital the Connaught 
was in possession of a small pathological laboratory, but the 
setting free of the room where the X ray department had 
been previously and inadequately housed, afforded space for 
the addition of a first-class pathological laboratory. (Fig. 6.) 
And as a further example of useful employment of space 
made possible by the conversion, there may be mentioned 
the use to which has been put an annexe or secondary 
operating theatre adjoining the upstairs theatre, which is 
still retained for surgical emergencies. This apartment had 
formerly been utilised as a small operating theatre for septic 
cases. It has now been converted into a malaria labora- 
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opinion, and incidentally, as he has had a special leaning 
towards this sort of work, he personally investigates and 
treats all gastro-intestinal cases, of which from 12 to 20 
are always constantly under investigation. 

(2) The pathologist. To illustrate the scope of the work 
undertaken it is interesting to note that during 1917 224 
complete blood examinations were made, 3544 sputa wer« 
examined for tubercle bacilli, and 393 pleural effusions 
were examined bacteriologically. 

(3) The neurologist, to whom, in addition to special ward 
work, patients requiring special neurological investigation 
are referred by the divisional officer or directly from outside 
In addition to being an experienced neurologist this officer is 
exceptionally skilful in psycho-therapy, as is shown by his 
exp2riences in a few days with patients who have lain bed 
ridden in other institutions for months. During 1917 he 
saw no less than 900 out-patient cases, so that his success 
has been on a scale which numerically counts. 

(4) The oculist. He has a ward in addition to a large 
out-patient practice, how large is indicated by the fact that 
10,642 out-patients attended the department during 1917. 














Fic. 4.—Connaught Hospital, Aldershot. 


tory to accommodate the exigencies which this enormously 
increasing work has necessita ed. Here the blood of the | 
patient is rapidly examined and here investigation as to the 
efficiency of various forms of treatment is constantly proceed- 
ing. Inthe malaria department, in 1917, 858 patients were 
treated in the hospital, and in addition the bloods of approxi- 
mately 2000 out-patients were examined for the parasite. 
The inquiries being carried on with regard to malaria 
are of first-rate importance. The cases arriving at the 
hospital are carefully analysed under the headings of 
type of disease, geographical provenance, pathology, and 
bacteriology, the results of previous treatment being noted ; 
a centre is in this way provided for exactly that kind of 
intensive work which is the mark of modern medicine. 

With regard to the medical officers, the story already told 
of the Cambridge holds good for the Connaught. The 
medical officers were formerly appointed with no special 
regard for their qualifications or for their posts—they were 
mainly birds of passage—who did their best in circumstances 
ill of which militated against the traly scientific treatment 
of disease. The present staff comprises the tollowing 

(1) An officer in charge of the medical division. He acts 
in the capacity of general supervi<or. 
who are sent up for a special medical opinion by officers in 
charge of units or by medical boards who desire a specialist's 


He sees out-patients | 


(5) An officer in charge of electro-therapeutical depart- 
ment, who is assisted by a civilian and by four N.C.O.’s and 
masseurs. 

(6) An alienist. 

(7) Officer in charge of tuberculous patients. He has 
generally from 20 to 40 patients under his care who are 
investigated with special reference to tuberculosis. He is 
a specialist in this branch in civil life. He deals with the 
disposal of positive cases to sanatoria and elsewhere, accord- 
ing to suitability. 

(8) Officer in charge of malaria patients. He has had 
special tropical experience. The number of malarial patients 
in the hospital at present undergoing treatment is 90. He is 
usually assisted by one, and sometimes two, other officers 
whose services are utilised elsewhere in addition when 
required. 

(9) A variable number of officers in charge of medical 
wards. This number at present is reduced to the lowest 
possible limits simply by some of the specialists above 
referred to taking on general medical cases. This number 
is never greater than four, and at present two only are 
engaged in general ward work. 

The staff has, in fact, been specially selected in accordance 
with the lines along which differentiation of treatment has 
been designed to run 
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eye and ear experts, to 
pathological students, 
and to electrical and 
adiographic workers, 
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peutists. Especially 
does the psycho- 
| therapeutical work 
become useful in the 
out-patient depart- 
ment, and as the war 
i goes on we learn how 
vitally necessary to 
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therefore to our treat- 
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the help of psycho- 
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medical, receiving transfers from the Connaught. Others 
take patients from both these institutions who can be 
removed from the military hospitals when a convoy 
of fresh sick is expected from abroad. Thus the big 
military hospitals can be kept.at full blast of working 
up to the moment when telephonic communication warns 
the commanding officers that a certain number of beds 
must be cleared. Time is so given for the selection of the 
patients who can best be removed, and the whole thing 
works smoothly, for, owing to the main division existing 
between the medical and surgical cases, the removals can be 
effected according to an orderly pattern, instead of resulting 
in the re-sorting up of heterogeneous material. 


An Efficient Scientific Centre. 


Medical administration in the Aldershot Command may 
be taken as a type which is thoroughly satisfactory alike 
to the soldier, the civilian, the public, and the man 
of science. The plan on which it works is a thoroughly 
sound one. If hitches occur they must meet with speedy 
detection and obtain speedy remedy; and if that does 
not sound like high eulogy it is submitted that more 
can never be said in truth of any great and complicated 
endeavour arising out of unforeseen and tremendous 
circumstances, where the phases of activity undergo per- 
petual and sudden variety. A place for a recognised expert 
and an expert in each place is the motto of a scheme which 
was carefully thought out as soon as its need became 
obvious. To suggest that less time might have elapsed 
before the existing scheme came into being is a fruitless 
branch of criticism. It is the sort of criticism which offers 
(and will offer for a long time to come) opportunities to the 
disgruntled in regard to every branch of our naval and 
military undertakings; but the time spent in arguing on 
such lines can be better employed in the further develop- 
ment of the reforms which in both Services have been 
instituted to meet the proven needs. 








URBAN VITAL STATISTICS. 
(Week ended June lst, 1918.) 


English and Welsh Towns.—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, 
the annual rate of mortality was 12°7, against rates decreasing from 15-0 
to 13°7 per 1000 in the three preceding weeks. In London, with a popu- 
lation slightly exceeding 4,000.000 persons, the death-rate was 12 5, or 
09 per 1 below that recorded in the previous week; among the 
remaining towns the rates ranged from 1°8 in Enfield, 4°7 in Bast- 
bourne, and 5°6 in Bast Ham to 21:0 in West Hartlepool, 23°1 in 
Bury, and 261 in Barnsley. The principal epidemic diseases caused 
380 deaths, which corresponded to an annual rate of 1'2 per 1000, 
and included 174 from measles, 113 from whooping-cough, 44 from 
infantile diarrhea, 33 from diphtheria, and 8 each from enteric fever 
and scarlet fever. Measles caused a death-rate of 2°4 in Rotherham, 
42 in Hull, 4°4 in Wakefield, 7°6 in West Hartlepool, and 10°9 in 
Barnsley ; and whooping-cough of 1°8 in Walsall and 33 in Barnsley. 
The 797 cases of scarlet fever and 1242 of diphtheria under treatment 
in the Metropolitan Asylums Hospitals and the London Fever Hos- 
pital were 2 and 15 below the respective numbers remaining at the 
end of the previous week ; there were also 3 cases of small-pox still! 
under treatment, but no new case was admitted during the week. Of 
the total deaths in the 96 towns 141 resulted from violence. The 
causes of 32 deaths were uncertified, of which 4 were registered 
in Birmingham and 4 in Liverpool. 


Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 12°4, against 17:0 and 15°5 per 1000 in the two pre- 
ceding weeks. The 274 deaths in Glasgow corresponded to an annual 
rate of 12°8 per 1000, and included 20 from measles, 7 from whooping- 
cough, 4 from diphtheria 3-from infantile diarrhea. and 1 from 
enteric fever. The 71 deaths in Edinburgh were equal to a rate of 


11'1 per 1000, and included 2 from scarlet fever and 1 from infantile 
diarrhea. 


Irish Towns.—The 137 deaths in Dublin corresponded to an annual 
rate of 17°9, or 2°4 per 1000 below that recorded in the previous week, 
and inclu:ied 9 from whooping-cough, 5 from infantile diarrhoea, and 
1 each from measles and diphtheria. The 122 deaths in Belfast were 


equal to a rate of 16°2 per 1000, and included 5 from whooping-cough 
and 1 from infantile diarrhea. 








ROYAL COLLEGE OF PHYSICIANS OF LONDON.—An 
extraordinary Comitia was held on June 3rd, Dr. Norman 
Moore, the President, being in the chair. An interim report 
was received from the committee appointed to consider the 
proposed Ministry of Health, and it was resolved— 

(1) That the College take steps for the formation with other bodies of 
asmali joint committee on the subject. 

(2) That such joint committee shall have power to communicate, when 
necessary, with the Government. and to inform it on apy part of the 
subject, reporting from time to time to the College. 





KINEPLASTICS, OR THE CONSTRUCTION 
OF MOTOR AMPUTATION FLAPS. 





AT the Royal Society of Medicine on May 30th 
Professor V. Putti, director of the Rizzoli Institute 
at Bologna, as spokesman of a group of Italian 
orthopedic surgeons, gave an account of the con- 
struction of flaps in amputation stumps capable of 
independent movement and designed to reduce in 
this way the resulting disability. A brief note of 
his paper (which we print in full in our present 
issue) and abstracts of papers by Dr. Gino Pieri, 
army surgeon of Verona, and Professor Augusto 
Pellegrini, from the Red Cross Hospital at Chiari, 
were read at the Inter-Allied Conference on the 
After-Care of Disabled Men, and appear in the 
printed report of this conference (H.M. Stationery 
Office. Price 5s.). 

A Monograph on an Artificial Hand. 

Allusion was made by Professor Putti to the work of German 
and Austrian surgeons in the same field, and as this has so 
far not been made accessible to British readers we give a 
brief résumé of a monograph on an ‘‘ Artificial Hand Capable 
of Voluntary Movement,” published by Jul. Springer (Berlin) 
in the autumn of 1916, written as a guide for surgeons and 
surgical instrument-makers by Professor F. Sauerbruch, until 
lately director of the surgical clinic at Zurich, and Dr. A. 
Stadler, physician to the Singen Hospital. Sections on surgical 
anatomy are contributed by Professor G. Rage and Professor 
W. Felix, from the Zurich Institute of Anatomy. No claim 
is made in the book that the goal of an artificial voluntary 
hand has been attained, but it was issued in response to the 
need for some account of the surgical and technical work 
already done. 

The authors point out that in the writings of early times 
no mention is made of any kind of artificial instrament 
supplied to replace the loss of a limb, with the sole exception 
of a certain Marcus Sergius, who, according to the younger 
Pliny, having lost his right hand in the Second Panic War, 
had an iron one fitted in its stead. The first artificial 
hand capable of independent movement was designed in 
1835 by Ballif, a surgical technician and dentist in Berlin, 
shoulder and trunk movements being utilised to initiate the 
hand movements, a method also followed in later models. 
Nearly ten years ago Elgart connected the real tendons of a 
long forearm stump with the make-believe tendons of an 
artificial hand, unconsciously following an idea already 
worked out by Vanghetti' ten years earlier. Nagy further 
developed this idea in the case of a lost finger, using the 
tendons enveloped in skin to provide the motive force. 

Surgical Anatomy. 

The anatomical aspect of the subject is closely discussed 
in relation to the sources from which the upper limb derives 
its power of movement, defining the relation between the 
length of the stump and the force available for transmission 
to the artificial hand. One of the most important points 
for the surgeon to bear in mind is the preservation of those 
muscles which give certain special movements to the stump. 
Anatomical relations are such that in any area of available 
muscular power in the arm or forearm, the preservation of 
both flexor and extensor action is always possible. To unite 
flexors and extensors, with their differing nerve-supply, to 
form a single motive force is opposed to natural physiological 
principles. It may be possible to preserve more than two 
sources of movement, the surgeon using his judgment as to 
whether the subject will be able to utilise to good purpose 
the muscular power thus conserved. In general, the first 
aim will be to perfect a simple model before advancing to a 
more complex. 

Before coming to a detailed account of their methods the 
authors strike a note of warning in regard to exaggerated 
hopes; even in the most favourable circumstances the 
usefulness of an artificial hand must remain strictly limited. 
No instrament can afford the sense of touch, nor can the 


1 A paper by Dr. Giulian> Vanghetti on the Theory of the Vitalising 
of the Prosthesis is also included in the report of the Inter-Allied 
Conference. 
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ielicacy of movement provided by muscle codrdination be 
alled into play. In the living hand each single effort 
nvolves a corresponding movement in the neighbouring 
pints ; certain grips are invariably accompanied by rotation 
f the forearm. Since the variety of voluntary movement 
ttainable in an artificial hand must needs be confined 
within limits, at 
all events in the 
early stages of 
the work, atten- 
tion must be 
concentrated on 
reproducing in 
the prosthesis 
only the simple 
movements of 
the naturalhand, 
Surgeon and 
mechanic should 
both possess an 
exact knowledge 
of the anatomy 
and physiology 
if the hand and of the muscular apparatus. Astonishingly 
ittle attention seems to have been paid in the past to im- 
portant anatomical facts. Surgeon, anatomist, and mechanic 
should consider together at the outset the possibilities and 
imitations of the individual case. 








Fie. 1.—A motor amputation flap formed in the 
lower third of the arm from both flexor and 
extensor muscles 


Surgical Problems. 


The surgical section deals with the two main problems: 
1) The formation of an automatic flap; and (2) its adapta- 
tion to move an artificial hand. 

1. Much research is required to ascertain the functional 
possibilities of 
the muscles re- 





tained. For a 
period after 
i amputation the 

muscles of a 
stump remain 
powerless and 


daily exercise is 
necessary for a 
renewal of func- 
tion, starting 
with passive 
movements and 











Fic. 2.—Illustrating the formation of a canal followed later 
lined with skin through the thickness of the by voluntary 
motor flap. movement under 


supervision. 
his exercise should never be omitted except when inflam- 
mation is present and tends to increase, or in case of an 
unsatisfactory general condition. Where a long or mode- 
rately long arm-stump remains, flexor and extensor flaps are 
readily formed. The formation of a combined flap of flexors 
and extensors is illustrated in Fig.1. In the forearm the 
operation is more difficult and the chances of healing not so 

















Fic. 3.—Taken from one of Profestor Putti’s amputation cases, 
showing the turmation of an ansa motor flap and the attach 
ment thereto of a cord to transmit the power to the artificial 
hand. 


favourable, but there is the compensating advantage that all 
available power can be used exclusively for the artificial 
hand. A single muscle suffices in the case of a hand-stump 


which retains some movement of its own 














Fic. 4.—Showing the method of training the muscles in a motor 
flap. The rod passing through the tunnelised flap is attache t by 
means of cord and pulley to a weight which can be varied in size. 


2. The proper attachment of the flap to the artificial hand 
presents much difficulty. The earlier method of a sling 
formed by tendons overlaid with skin has been discarded as 
both complicated and unsafe. A better plan is a flap con- 
taining tendons and forming a sling, A first attemot was 
made to bore a canal through the muscular flap by means 
of a thick needle, to epithelialise this canal later and insert 
a lead probe, but this proved impracticable. If two sym- 
metrical muscular pads form the stump they can be united 
at their ends to form a canal well protected with skin. For 
muscular flaps not amenable in this simple way the method 
which has now superseded all others is to make a well padded 
and protected canal lined with skin and inserting within it a 
thick rod. The formation of this canal is indicated in Fig. 2. 
The very similar method of Professor Putti is shown in Fig. 3 

The operative work being completed, it remains to 
train and develop the muscles of the stump with much 
diligent persistence. Various methods are employed 
Cords attached to each end of the rod which passes 
through the canal may be held and pulled upon by 
the other hand to provide resisted movements for the 
muscles of the 
stump. Or 
a weight is 
suspended (see 
Fig. 4) from 
the stump by 
means of | 
pulleys, the 
size of the 
weight being 
increased from 
time to time. 
The fear that 
the use of a 
weight might 
gradually cut 
out through 
the muscular 
pad was not 
verified in 
practice ; the 
contrary was, 
indeed, found 
to be the 
case, the flap 
becoming 
stronger and 
firmer. Fig. 5, 
which is taken 

from one of 
Professor 
Putti’s cases, 
serves to illus- 




















trate this point 
and the weight 
which can be Fic. 5.—Taken from one of Proiessor Puttis 
borne b a amputation cases, showing the employment of 
y I z ploy 
muscular and weights for acquiring practicein the use of an 
2 unsa motor flap 


tendinous flap 
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The Artificial Hand. 

The actual fitting of the artificial hand has claimed much 
attention. No satisfactory model was found on the market, 
and the search has been hindered by the prevailing war- 
time lack of materials. The authors find the most prac- 
tical model to be that of Professor Stodola, constructed 
by Windler, of 
Berlin. The hand 
consists of a 
massive palm and 
five fingers, each 
in three parts. 
Tendons of wire 
or cord are 
fastened to the 
tips of the fingers, 
passing through 
them to the palm, 
where they are 
united to a rod 








provided with 
rollers at each 
end. A pull on 


the rod closes all 
the fingers on to 
the palm, but if 
an uneven object 


is grasped the 
fingers accom- 
modate them- 


selves to its vary- 
ing diameter. The 
thumb is im- 
movable and 
slightly extended 
so that an object 











Fie.6.—Showing the adaptation of tbe complete 


prosthesis to an arm amputation stump Can be pushed in 
13 cm. in length. Forearm flexed, fingers betweenit and the 
extended fingers 

The complete prosthesis in the case of a 13cm. long 


arm-stump is shown in Fig. 6. 
three parts: a shoulder girdle, a bucket for the upper 
arm, and the artificial forearm with hand attached. The 
shoulder girdle resembles a horse-collar and fits exactly over 
the shoulder-blade, the summit of the shoulder, and the 


The apparatus consists of 











Fic. 7.—The same. Forearm flexed, fingers tlexed. 


chest wall, being kept in place by straps passing over the 
other shoulder. The arm bucket is made of leather fitted 
exactly to the stump and hinged on the shoulder girdle. On 
the lateral and mesial surfaces is a curved strip of metal, to 
which the hollow leather forearm is connected by a hinge- 
joint. A cord passes from the back of the shoulder girdle to 
the upper third of the forearm, and when the stump is raised 
this cord is shortened and the forearm is flexed. The forearm 
may also be flexed by raising the shoulder. From the rod 
which passes through the canal in the muscle flap a cord or 
wire passes to the artificial hand. The cord runs on rollers, 
and is provided at its upper end with a spring, so that the 
slightest movement of the muscle is transmitted at once to 





the hand. A pull with the muscle flexes the fingers, while a 
vigorous contraction closes the fist. This power, combined 
with flexion of the forearm, produces all the most common 
movements of the natural hand and arm. (See Figs. 6 and 7.) 

The special advantage claimed for this prosthesis is that in 
every position of the forearm the fingers can be flexed by an 
active movement. The fist can be closed by raising the 
stump and bending the forearm vigorously. Light articles 
can thus be picked up and held (see Fig. 7), and heavy 
objects can be carried. Much practice is required, however, 
to learn to close the hand at the right moment to grasp_ar 
object. 








THE SERVICES. 


ARMY MEDICAL SERVICE. 

Lieut.-Gen. Sir A. T. Sloggett, K.C.B., K.C.M.G., K.C.V.O., is place: 
on retired pay on completion of the term of his appointment as Director 
General. 

Major-Gen. (temp. Lieut.-Gen.) T. H. J. C. Goodwin, C.B., 
D.S.O., to be Director-General and to be Lieutenant-General. 

Major- Gen. W. G. Birrell retires on retired pay. 

Col. H. I. Pocock, C.M.G., is placed on retired pay 





C.M.G 


ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. P. H. Henderson, D.S.0., to be temporary Colonel whilst 
pe as Assistant Director of Medical Services of a Division. 

. 5. Good to be temporary Lieutenant-Colone! whilst employed : 
habia War Hospital. 

Temporary Captains to be temporary Lieutenant-Colonels : (Acting 
Major) H. Moore, whilst in command of a Medical Unit; C. J. West 
whilst specially employed 

Capt. G. H. Stack to be acting Lieutenant-Colonel while in command 
of a Medical Unit. 

Temporary Captains relinquishing the rank of acting Major o: 
re-posting : J. Watson, C. F. Drew, K. C. Abraham. 

To be acting Majors: Capts. V. T. Carruthers, D. C. Monro, O, K 
Mc#wen, J. R. Hill, L. A. A. Andrews, H. F. Joynt, A.S. Cane, J. 1. W 
Morris, T. McEwen, L. W. O. Tay'or, J.J. Mc.I. Shaw, J. W. P. Harkness, 
D. S. Badenoch, F. Crosbie, R. McKinley, K.W. Lewis, D. Colombos, T. ¥ 
Barkley, D. G. Stoute, C. G. H. Morse (whilst specially employed). Temy 
Capts. A. G. Cook, A. P Saint, T. Ferguson, J. A. Conway, W. Crabtree 
J. R. Craig, W. M. Badenoch, J. . Bankes, R. K. Birnie, G. B 
Holroyde, W.V. Macaskie, H B. Attlee, J. Hughston, K. G. Fraser, W. K 
Mcintyre, W. H. Peacock, J. H. MeNicol, J. D. Duncan, A. Griffiths 
H. T. Newling, F. B. Young, W. A. Wheeldon, C. A. H. Gee, R. S 
Dewar, G. V. kewell, A. Dick, W. H. Welsh, C. G. Sutherland, J. P 
Good, A. R. Green, F. C. Tibbs, R. Scott, A. C. Sturrock, G. D. 
Mathewson, A. G. Anderson, I. Jones, BE. B. Gunson, W. T. Hesse. 
W. P. Ker, R. A. P. Hill, J. L. Gordon, L. D. Woods, L. G. McCune, S 
Campbell, D. I. Anderson, J, Alexander, W. D. Cruickshank, W. A 
Rogerson. Temp. Lieuts. N. B. Stewart, W. B. Griffin, R. G. Ora 
Lieuts. (temp. Capts ) St J. D. Buxton, J. F. Bourke. 

To be acting Majors while specially employed: Capt:. R. M. Dickson, 
H. G. Winter, A. Jackson ; Temp. Capts. W. Martin. F. N. Brown, J. A. W 
Watts. 

Capt. (acting Major) G. T. Van der Vijver to be acting Lieutenant 
Colonel whilst in command of a Medical Unit. 

Temporary Captains to be temporary Majors 
emoluments); J. F. Carruthers, J. #. O'Malley. 

Temp. Capt. T. W. Moore, Canadian A.M.C., to be temporary Majo: 

Temp. Lieut.-Col. H. W. Bruce, from Southwark Military Hospital, t 
be temporary Major on re-posting. 

Capt. H. W. Carson relinquishes the acting rank of 
Colonel and reverts to the acting rank of Major. 

S. Ritson and D. Wilson, late temporary Captains, are granted the 
honorary rank of Captain. 

Temp. Lieut. J. W. O. van Milligan to be temporary Captain. 

Temp. Hon. Lieut. W. A. Price to be temporary honorary Captain 
Ww gt serving with Crookston War Hospital. 

R. H. Jones to be temporary honorary Lieutenant whilst serving 
with Welsh Hospital, Netley. 

H. Child, late temporary Captain, 
Lieutenant. 

Officers relinquishing their commissions: Temp. Capts. W. A 
Edwards, L. B. W. Braine, D. Sims (on account of ill- health, and is 
granted the honorary rank of Captain), R. W. Buchanan, H. C. Smyth, 
F. Shannon (and is geanted the nonorary rank of Captain). C. M. Rout 
Temp. Capts. (on account of ill-health contracted on active service 
and are granted the honorary rank of Captain) W. J. H. Hepwort! 
A. M. Kennedy, B. C. W. Pasco, E. L. Shelton-Jones, G. D. Cairns 
Temp. Lieuts. C. H. W. Wagner (on account of ill-health contracted on 
active service, and is granted the honorary rank of Captain), E. H 
Smith, J. A. Lees, G. P. Norman. 


SPECIAL RESERVE OF OFFICERS. 

Capt. W. Ranson (Lieutenvant-Colonel, R.A.M.C., T.F.) to be Major 

Lieutenants to be Captains: P. A. Buxton, H. W. H. Holmes, F. C 
Taylor, T. L. Heath, C. G. S. Milne, S. Vidot, M. C. Joynt, T. P 
Chapman, K. D. Roberts, E. V. Beale, J. M. Norman, A. L. Packman, 
J. A.Tolmie, 8. A. T. Ware, H. J. Blampied, D. C. Biuett, J. R. Harris, 
M. W. H. Miles, P. A. Ashcroft K.W. Bowell, A. D. Gorman, A. B. 
Black, W. Brown, N. S. Bruce, R. G. Battersby. L. W. Hughes. J. J 
Mulvey, W. W. Newton, T. C. Murphy, A. H. Boon, R. McGregor, 
F. R. Leblanc, A. Robertson, J. H. Thomas, D. J. Thomas, L. Jefferson 

Tobe Lieutenants: I. G. Innes (from Aberdeen University Contingent 
0.T.C.), A. R. C. McKerrow. 


(without increased 


Lieutenant 


is granted the honorary rank 01 


ROYAL AIR FORCE. 
The undermentioned are granted temporary commissions as Lieu 
tenants: Medical Branch: G. M. Mellor, L. E.Stamm. Dental Branch 
F. R. MeCambley, R. Fyson. 
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THE CASUALTY LIST. 
THE following medical officers appear among the casualties 
announced since our last issue :— 
Killed. 

Capt. T. Mohan, R.A.M.C., qualified at Edinburgh in 1909, 
and was in practice at Reastown, Ardee, Ireland, for 
some time, and at Pontyrhyl, Bridgend, Glam., prior to 
joining the R.A.M.C. 

Capt. D. E. Howes, Canadian A.M.C., qualified at the 
University of Toronto in 1906, and was in practice at 
— Lake, Grey, prior to joining the Expeditionary 

orce. 

Major E. J. Elliot, R.A.M.C., qualified at Edinburgh in 1904, 
and held an geen at Radcliffe Infirmary, Oxford. 
Shortly after he joined the Army Medical Service. 

Died of Wounds. 

apt. I. C. Maclean, R.A.M.C., D.S.O., M.C. and bar, was a 
student at St. Thomas’s Hospital and qualified in 1906. 
He held appointments at the Royal Ear Hospital, Soho, 
at the Brompton Consumption Hospital, and at St. 
Thomas’s Hospital, and on giving up his practice at 
Knightsbridge in August. 1914, to join the R.A.M.C. he 
was anesthetist at the Golden-square Throat Hospital. 
The awards of the D.S.O., M.C., and bar were respec- 
tively recorded in THE LANCET of Oct. 6th, 1917, p. 549; 
June 26th, 1915, p. 1373; and Dec. Wth, 1916, p. 1127. 

Died. 

staff-Surgeon C. R. M. Baker, R.N., qualified at Edinburgh 

iu 1906, and thereupon joined the Naval Medica! Service. 
Wounded. 

Capt. H. K. Mitchell, Canadian A.M.C. 

Capt. H. C. Pearson, Canadian A.M.C. 

Capt. J. H. Walmsiey, Canadian A.M.C. 

Capt. R. J. Fleming, R.A.M.C., attd. Royal Scot. Fusil. 

Capt. A. J. Neilan, R.A.M.C., attached R.F.A. 

Lieut. G. Blair, R.A.M.C., attached London Regiment. 

Capt. T. H. Campbell, M.C., R.A.M.C., attached Highland 
Light Infantry. 

Lieut.-Col. H. Moore, M.C., R.A.M.C. 

Major A. R. Clayton, Australian A.M.C. 

Major C. R. Merrillees, Australian A.M.C. 

Capt. H. J. Benstead, R.A.M.C. 

Capt. J. N. Cruickshank, R.A.M.C., attd. Dragoon Guards 

Capt. M. Ffoulkes, R.A.M.C., attd. Grenadier Guards 

Lieut.-Col. K. D. Murchison, D.S.O., R.A.M.C. 

Capt. R. B. Anderson, Canadian A.M.C. 

Capt. C. A. Davies, Canadian A.M.C. 

Major E. V. Hogan, Canadian A.M.C. 

Major H. E. MacDermot, Canadian A.M.C. 

Capt. W. F. McIsaac, Canadian A.M.C. 

Major G. d’R. Carr, M.C., R.A.M.C. 

Capt. W. B. Jack, R.A.M.C., attd. Leicester Regt. 

Previously reported Wounded, now reported Wounded and 

Missing 

Capt. P. M. MacLachlan, M.C., K.A.M.C., attached Hamp- 
shire Regiment. 

Prisoners in German Hands. 

Lieut. H. M. Gilbertson, R.A.M.C., attached Somerset 
Light Infantry. 

Capt. E. A. Walker, M.C., R.A.M.C., attd. Manch. Regt. 
Previously reported Missing, now reported Prisoners in 
German Hands. 

Capt. C. H. C. Byrne, R.A.M.C., attached R. Berks. Regt. 

Capt. H. 8. Moore, R.A.M.C., attached R. Berks Regiment. 

Capt. F. J. Nattrass, R.A.M.C. 

Lieut. E. 8S. Phillips, R.A.M.C., attached Royal Fusiliers. 

Capt. D. MacNair, R.A.M.C., attached Sherwood Foresters. 

Capt. F. C. Dallimore, R.A.M.C., attached London Regt. 

Capt. D. A. Wilson, R.A.M.C. 





CASUALTIES AMONG THE SONS OF MEDICAL MEN. 
The following additional casualties among the sons of 
medical men are reported :— 

Capt. R. S. Kennedy, M.C., R.A.M.C., attached Lancs 
Regiment, killed in action, only son of Dr. J. W. 
Kennedy, of Sydney, N.S.W. 

ls. Spooner, R.F.A., died of wounds, second son of Dr. F. H. 
Spooner, of Lower Clapton, London. 

Capt. P. D. Stuart, R.A.F., Croix de Guerre, accidentally 
killed while flying, younger son of the late Dr. P. 
Stuart, of Drummoyne, Blundellsands, Lancs. 

‘apt. G. A. Deane, Royal Irish Fusiliers, eldest son of Dr. 
C. C. Deane, of Loughall, Co. Armagh. 





OBITUARY OF THE WAR. 





HENRY ELLIS ROBINSON, M R.C.S. Enc., 
CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. E. Robinson, who was killed in action on 
April 25th at the age of 30 years. was fourth son of the 
Rev. E. C. Robinson, of Malvern. Educated at St. George’s, 
Ascot, and Marlborough, he entered St. Bartholomew’s 
Hospital without 
previous training in 
science and began to 
work with the quiet 
energy and_persever- 
ance that was charac- 
teristic of him for the 
Preliminary Scientific 
and Intermediate Exa- 
minations of the London 
M.B., and psssed them 
successfully. His sub- 
sequent clinical studies 
were chiefly carried out 
in the wards of Sir 
Anthony Bowlby and 
Dr. J. A. Ormerod. But 
his work was _inter- 
rupted by an attack 
of exophtha!mic goitre, 
accompanied by intes- 
tinal trouble and a severe progressive wasting, which at one 
time threatened to endanger his life. After prolonged rest he 
was able at last to return to his studies, but when the war 
broke out he elected to join the Duchess of Westminster’s 
Hospital at Le Touquet. On his return to St. Bartholomew’s 
he quickly took the Conjoint diplomas, obtained a com- 
mission in the R.A.M.C., and went back to France. Bad health 
again overtook him ; an old appendix trouble, dating back to 
his scbool days, reappeared and required operation. Once more 
he returned to his regimental duties with the West Yorks 
Regiment, and in the discharge of these he met his death. 

It will thus be seen that Captain Robinson’s life work 
was done under difficulties that would have daunted many 
men. He earned the esteem of his teachers, and all who 
knew him will agree with the letter addressed to his parents : 
‘*He lived with simpleness and gentleness and honour. He 
proved himself a brave man. He has died a hero’s death.” 








ION KEITH-FALCONER MacLEOD, M.B., Cu.B. Epry., 
CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain I. K.-F. MacLeod, who was killed in action on 
April 27th, was only son of the Rev. D. J. MacLeod, of 
Boddam, Aberdeenshire. He was educated at George 
Watson's College, Edinburgh, where he played for the 
champion cricket eleven 
in 1907, and at Edin- 
burgh University, where 
he graduated M.B., 
Ch.B. in 1914, winning 
the Annandale gold 
medal in clinical sur- 
gery. While a student 
at the University he 
joined the 5th Battalion 
Gordon Highlanders 
(T.F.) for a period of 
four years. After six 
months as house surgeon 
at the Royal Infirmary, 
Edinburgh, he obtained 
a temporary commission 
in the R.A.M.C., and 
went to France in 
December, 1915, finally 
becoming attached to a 
field ambulance. He met his death while attending to a 
wounded man in an advanced dressing station. 

His commanding officer writes of Captain MacLeod’s quiet 
courage in danger and his ability with his unit, and another 
medical officer bears testimony to his good professional 
work. Captain MacLeod was a deacon in Warrender Park 
Church, Edinburgh. 
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THE Honours LIST. 


The following awards to and promotions of melical 
officers for services in the field or for services in connexion 
with the war are annuunced on the occasion of the King’s 
Birthday :— 


K.C.B.—Surg.-Gen. H. D. Rolleston, C.B., R.N. 

C.B.—Surg. Gen. P. B. Handyside, R.N.; Dep. Surg.-Gen. R. Hill, 
C.V.U.; Ls.-Col. J. B. Smith, 1.M.S.; Temp. Lt.-Col. J. W. Barrett, 
C.M «., R.A.M.C. ; Col. (temp. Maj.-Gen.) G. B. Stanistreet, C.M.G, 
AM/S.; Col. A. Primrose, Canadian A.M.C.; Col. G. T. Rawnsley, 
CM.G., A.M.S.; Temp. Maj.-Gen. ag A. A. Bowlby, a M.G., 
K.C V.O., A.M S.; Temp. Maj -Gen. S. Wallace, C.M.G., A.M.S 
Lt. Col. and Bt. Col. (temp. Col.) T. Ow Gibbard, K.HS., A.M.S.; 
Col. 38. Macdonald, C.M.G., A.M.S.; Lt.-Col. and Bt. Gol. A. J. 
Macnab, I.M.S.; Col. BE. M. Pilcher, D.3.0., A.M.S.; Col. 8t. C. 
Thom, C.M.G., A. M.S ; Col. A. B. Russ, C..G., Canadian A, é Cc. 

K.C.M.G.—Temp. Maj.-Gen. Sir B. G. Moynihan, C.B.; Col. W. P. 
Horrocks, C.B., A M.S., retired pay; Temp. Col. Sir R. Ross, K C.B., 
F.R.S ,A.M.S. (I.M.S. reviread pay); Surg.-Gen. M. W. O'Keefe, C.B. ; 
Col. Sir W. B. Leishman, Kt., U.B., F &.S., K.8.P. 

C.M.G.—Fleet-Surg. (acting Dep. Surg.-Gen.) P. W. Bassett-Smith, 
oe R.N.; Fleet-surg. F. J. A. Dalton, R.N.; Fleet-Surg. 8. — 
R.N.; Fleet-Surg. D. W. Hewitt. R.N.; Fleet.-Surg.W. W. Keir, RN. 
Col. D. O'Sullivan, A.MLS ; Temp. Gol. A. 3. Woodwark, A.M.S.; 
Lt.-Col. F. T. Irvine, D.8.0.. R.A.M.C. ; Capt. (temp. Hon. Lt.-Col.) D: 
J. Armour, R.A.M.C.; Col. G. B. Armstrong, Janadian A.M.C.; Hon. 
Lt.-Col. G. w. Badgerow, Canadian A.M C.; Lt.-Col C. H. Tewsley, 
N Z.M.C.; Maj. (acting Lt.-Col.) G@. H. L. Hammerton, D.S.0.,R A.M C.; 
Temp. Col. O. W. Richards, D.S.O., R.A.M.C ; Col. W. BE. Hudleston, 
D.S O., A.M.3.; Cel. R. W. Clements, D.S.O.; Lt.-Col. (temp. Col.) 
BE. M. Morphew, D.S.0., R.A.M.C.; Lt.-Col. T. A. Granger, I.M.S.; 
Lt.-Col. (temp. Col.) A. Collinson, D.S.O., R.A M.C.; Lt.-Col. Comp. 
Col.) A. G. Thompson, D.S.0., R A.M C.; Lt.-Col. (temp. Col.) J. 
Gallie, D.S.0., A.M.S.; Lt.-Col. W. R. Blackwell, R.A.M.C.; Maj. and 
Bt. Lt.-Col. E. Ryan, ’D.3.0., RA M.C.; Lt.-Col. (temp. Col.) J. A. 
Hartigan, 1.S.0., R.A.M. Cc: Lt.-Col., A. E. Hamerton, D.8.O., 
R.A.M.C, ; Maj. and Temp. Col. H. M. W. Gray, C.B., R.A.M.C. ; Maj. 
(temp. Lt.-Col.) W. L. Steele, R.A.M.C.; Temp. and Hon. Maj. C. G. 
Jarvis, R.A.M.C.; Maj. M. sinclair, R.A M.C.; Maj. (temp. Lt.-Col.) 
E.T. Potts, D.S.O.. R.A.M.C.; Col. J. M. Elder, Canadian A.M.C.; Cl. 
A. E. Snells, D.s.0., Canadian A.M.C.; Col. R. B. Huxtable, D.S.O., 
V.D., Australian A.M.C. 

U.I_E.—t.-Col. H. A. Smith, 1.M.S , surgeon to His Excellency ya 
Viceroy of India; Maj. and Bt. L*.-Col. F. A. F. Barnardo, I. 
D.A.D.M.S., Bombay; Col. P. Hehir, C.B., C.M.G., I.M.3. 

To be Brevet Colonel.—Surg. Lt.-Col. J. F. Bateson, ret. pay, late 
Coldstream Guards; Lt.-Uvl. A. L. A. Webb, s, M.G., R.A.M.C. : Lt. 
Col. Sir E. S. Worthington, C.M.G., M.V.O., R.A.M.C. ; Lt.-Col. F. J. 
Brackenridge, C.M.G., R.A.M.C.; Lt. Col. (temp. Col.) W. Hz. 8S. 
Nickerson, V.C., C.M.G., R.A.“.C.; Temp. Lt.-Col. L'E. Eames, 
C.B., R.A.M.C. ‘ Lt. “Col (temp. Col.) & & A. Pent in D.S.O., 
R.A.M.C. 

To be Brevet Lieutenant-Colonel.—Maj. H. V. Bagshawe, D.S.O., 
R.A.M.C.; Maj. C. A. Gill, 1.M.S.; Maj. F. G. Faichnie (ret. psy), 
R. of O., R.A.M.C.; Capt. and Bt. Maj. Sir A. M. Rigby, K.C.V.O., 
R.A.M.C. ; Capt. and Bt. Maj. Sir H J. Stiles, R.A.MC.; Maj (temo. 
Lt.-Col.) C. W. Holden, 0.8.0., R.A.M.C,; Maj. (temp. Lt.-Col.) EB. B. 
Bird, U S.O., R.4a.M.C.; Maj. (acting Lt.-Col.) G. G. Browne, D.S O. 
B.A.M.C. ; Maj. (acting Lt.-Col.) P. Davidson, C.M.G., D.S.0., 
R.A.M.C.; Maj. (acting Et.-Col.) C. H. Turner, D.3.0., R.A.M.C. 

To be Brevet Major.—Capt. H. H. Blake, R.A.MC.; Temp. Capt. 
A. E. Boycott. R.A.M.C. ; Capt. (acting Maj.» A. G. R. Foulerton, 
Capt. C. C. Frye, R.A.M.C.; Capt. J. Gilmour, M.C., 
R.A. M.C. ; Capt. W. J. F. Mayne, R.A.M. C.; Capt. L. G. Bourdillon, 
D.S.O., M C.,.RAMC. 

Bar to the Distinguished Service Order.—Royal Army Medical Corps : 
Capt. (temo. L ..Col.) A T. Pitts, D.S.O 

Distinguished Service Order.—Royal Army Medical Corps: Maj. T. A. 
Barron ; Capt (acting Lt.-Col.) W. Blackwood; Capt. (acting Lt.-Col.) 
Cc. Clarke ; Temp. Capt. J. A. Conway; Capt. B. M. Cowell; Capt. 
a a Lt.-Col.) F. W. M. Cunningham; Temp. Capt. (acting Lt.-Col. 

K. Drake-Brockman; Lt.-Col. W. BE. Foggie; Capt. and Bt. Ma). 
natin Lt.-Col.) C. H. S. Frankau; Temp Capt. S. 8. Greaves, M.C. ; 
Maj. (temp. Lt.-Col.) R. C. Hallowes ; Capt. (acting Lt.-Col.) R. 
Hemphill; Temp. Capt. (acting Lt. -Cot.) A Jones, M.C.; Maj. (acting 
Lt.-Col.) R. P. Lewis; Maj. (temp. Col) C. H. Lindsay, C.M G.; Capt. 
A. L. Lockw od, M.C. ; Capt. (acting Lt.-Col.) A. N. R. MeNeill; Capt. 
(acting Lt.-Col.) S. Miller, M. C.; Temp. Hon. Capt. H Nockolds ; 
Lt.-Col. J. Powell; Maj. A. C. Turner ; Capt. (acting Lt.-Col.) E. W. 
Wate; Maj. D. P. Watson ; Capt. (acting Lt.-Col.) A. J. Williamson ; 
Maj. (acting Lt.-Col. 4" J. Garland; Capt. and Bt. Maj. (acting Lt.- mae 
B. Jonnson; Lt.-Col. M. M L: -wsley ; Capt. (temp. Ur.-Col.) H. G. G. 
Mackenzie; Lt.-Col. R. Whait ; Maj. RK. K. White; Temp. Maj. 
H. W. Wiltshire ; Lt. Gol W C. Croly; Capt. (temp. Maj. ) (acting Lt. 
Col ) T. A. Green; Temp. Capt. W J. Pearson, M.C. Capt. (acting Lt.- 
Col.) H. W. Uarson ; Cap*. (acting Lt.-Col.) T. B. Layton ; a (acting Lt.- 
Col.) J. W. Leitch ; Capt. O. Teichmann, M. _? Lt.-Col. H. W. Thomson. 
Canadian Army Medical Corps: Lt.-Col. G. s. net ‘Lt.-Col. A. S. 
Donaldson; Maj. G. H. R. Gibson ; ory A. L. C. Gilday ; Lt.-Col. 
J. N. Gunn; Lr.-Col. J. Hayes; Lt.-Col. D. P. Kappele; Maj. T. 
Lomer. Australian Army Medicat Coros: Maj. F. L. Bignell; Lt.- 
Col E. T. Brennan, M.C.; Maj. A. R. Clayton; Maj. A. T. Dunlop; 
Maj. T. C. C. Evans; Capt, M. J. Holmes ; Lt.-Col. W. E. Kay; Maj. 
D. S. Mackenzie; Lt.-Col. (temp. Col.) F. A. Waguire; Lt.-Col. B. 
Quick; Lt.-Col. (temp. Col.) A. &. Shepheri; Maj. W. J. Stack; Maj. 
Ww. Vie kers; Lt.-Col. A. L. Dawson. New Zealand Medical Corp: : 


Maj. E. A. Widdowson ; Maj. C. E. Hereus. South African Metical 
Corps: Maj. C. M. Murray. y & 4. Medical Service: Maj. — 
Lt.-Col.) EB. C. Hodgson; Maj. E. A. C. Matthews; Surg.-Maj. A. W. 


Shea, Notts an4 Derny Regt. 

Bar to the Military Cross.—Royal Army Medical Corps: “Capt. T. 8. 
Elliot, M.C.; Capt. A. EK. Ironside, M.C.; “[femp. Capt. G. W. B. 
James, M.C.; *Capt. H. S. Moore, M.C.; ‘Capt. (acting Maj.) H. H. 
Robinson, M.C. ; Capt. J. Rowe, M C. 

Award of the Military Cross not yet gazetted 





The Military Cross.—Royal Army Metical Corps: Temp. Capt. 
W. H. A'dercon; Temp. Capt. R. H. Alexander ; Capt. R. P. Anderson ; 
Temp. Capt. G. T. Baker; Capt. RK. P. Ballard; Temp. Capt. S. 
Batchelor; Temp Capt. W. D. Bathgate; Temp. Capt. W. Brownlie; 
Temp. Capt. C. W. G. Bryan; Capt A. C. Bryson; Capt. F. C. 
Chandler; Temp. Capt. B. G. H. Connolly; Capt. D. Dempster, 
Spec. Res.; Capt. J. Darham-Reid; Temp. Capt. J. W. Dew; Capt. 
G. S. Elliston; Temp. Capt. K. D. Falconer; Temp. Capt. R. D. Fitz 
gerald ; Temp. Capt. H. M. Gillespie; Capt. C. N. Gover, Spec. Res. ; 
femo. Capt. R. M. Handfield-Jones; Capt. N. H. A. Haskins; Capt. 
S. M. Hattersley; Temp. Capt. J. B. Haycraft; Temp. Capt. G. J. D. 
Hindley ; Temp. Capt. A. H. Huycke; Capt. D. W. John, Spec. Res .; 
Temp. Capt. J. G. Johnston; Capt. G. L. Jones, Spec. Res.; Temp 
Capt. D. A. D. Kennedy; Capt. G. P. Kidd, Spec. Rs. ; Temp. Capt. 
F. J. Lidderdale ; Capt. D.C. Mace: ynald, Spec. Res ; Temp. Capt. W. J. 
Macdonald ; Temp Capt. J.B McFarland ; Temp. Capt. D. MacIntyre ; 
Capt. W. G. McKenzie; Capt. W. F. McLean ; Capt A. P. Malcolm ; 
Capt. F. R. H. Molisn, Spec. Res.; Temp. Capt. C. O'Malley; Temp. 
Capt. H. M. Pentrea'h; Capt. G. L. K. Pringle; Capt. A. Ramsbottom ; 
Temp. Capt. R 8. Renton; Capt. D. G. Rice-Oxley; Temp Capt. 8. S. 
R es; Temp. Caot. W. J. Rutherford ; Capt. C. P. Sells; Capt. J J Mel 
Shaw; Capt. E. S. Simpson ; Dost. G H. Stevenson, Spec. Re:. ; Capt. 
F. Gq. That her; Temp. Capt. J. H. Taornley; Temp Capt. J. A. Tobin; 
Capt. W. MeN. Watker, Spec. Res.; Temp. Capt. a. U. Webster ; 
Capt. W. D. Anderton, Spec. Res. ; Lt. (temp. Caot.) D. W. Besmish ; 
Capt. BE. H. Coyne; Temp. Cap". H. H. Davis; Temp. Capt. L. W. 
Evans ; Temp. Capt. C. C. Harrison ; Capt. W. A. Lethem, Spec. Res. ; 


_F. H. Robins; eg F. Scroggie ; 
Capt. R. G Shaw ; ‘Capt. Vv. i. Wardle ; Temp. Capt. F. Allen ; Temp. 


Capt. L. W. Baia; Temp. Capt. W. B. Hallinan ; Temp. Capt K. A. 
Lumley; Temp. Capt. M. _" Power; Capt. L. 3. B. Tasker; 
Capt. D. W. Berry; Capt. H. F. Humphrevs; Capt. C. K. Petley. 
Canadian Army Madical C tas "Capt. (acting Maj.) W. T. Ewing. 
Australian Army Medical Corps: Capt. R. D. Bartram; Capt. I. B. 
Jose; Capt. N. R. Mathews; Capt. C. M. Samson; Capt. J. A. 
Shanasy. New Zeaiand Medical Corps: Capt. P. B. Benham; Temp 
Surg. Capt. C. G. Deane, Brit. W. I. Regiment. 


In addition to the above list the following members of 
the medical] profession have received honours for the most 
part quite directly connected with their services during the 
war, although in the official gazette some of the names 
are included in the civil lists :— 


Mr. Harry Baldwin, M.R.C.8., L.D.S., and Mr. Mayo 
Robson, C.V.O., C.B., have received knighthoods. Sir Mayo 
Robson’s surgica! work needs no exposition in our columns. 
Mr. Baldwin has been knighted for services as dental! 
surgeon to His Majesty for a number of years and as head 
of the Kensington Facial Hospital. A knighthood has also 
been conferred upon Dr. Nil Ratan Sarkar, of Calcutta. In 
the Order of St. Michael and St. George Dr. Henry Lindo 
Ferguson, professor of ophthalmology and Dean of the 
Medical Faculty of the University of Otago, becomes 
a Companion, and in the Order of the Indian = ire 
Lieutenant-Colonel Walter James Buchanan, C.I.E., I.M.S., 
Inspector-General of Prisons, Bengal, receives a Knight 
Commandership, while Lieutenant Colonel Ernest Alan 
Robert Newman, I.M.S., Civil Surgeon and Superintendent 
of the Medical School, Dacca, Bengal, receives a Companion- 
ship, as does also Major Davis Heron, I.M.S., medical officer 
at the Seistan Consulate and Vice-Consul for Seistan and 
Kain. In the Royal Victorian Order Lieutenant-General Sir 
Alfred Keogh, G.C.B., late Director-General of the Army 
Medical Services, becomes a Knight Grand Cross, Sir Alan 
Reeve Manby, M.V.O., and Lieuteaant-Colonel Sir Edward 
Scott Worthington, C.M.G., M.V.O., R.A.M.C., are promoted 
to Knight Commanderships, and Mr. Charles Percival White, 
M.B., B.C.Camb., is made a Member of the Fourth Class. 
Among the new Companions of Honour Sir Frederick Treves, 
G.C.V.O., C.B., becomes a Member, and in the Imperial 
Service Order Dr. William John Henderson Sinclair, Medica] 
Officer at Barlinnie Prison, and Senior Assistant Surgeon 
and Honorary Major Michael Courtney, of the Indian 
Subordinate Medical Department, Superintendent of the 
Central Jail, Montgomery, Panjab, have been made 
Companions. 


A STATEMENT OF THE MINISTRY OF NATIONAL 
SERVICE TO THE MEDICAL PROFESSION. 


The Minister of National Service is issuing this week a 
statement to medical practitioners as regards the position of 
those liable under the Military Service Acts, 1916 to 1918. 
A general or preliminary explanation is first made of the 
particular place occupied by medical men in the present 
national emergency. The characteristics which have 
throughout distinguished the medical profession in rela- 
tion to military service are set out. the constitution of the 
Statutory Bodies to which powers of exemption have been 
granted is explained, as is the position of medical men 
under compulsory conscription and voluntary enrolment. 
The position of medical men above the age limit for com- 
pulsory military service, practising in areas where the civil 
population was sufficiently served and where a small number 
of medical men being unwilling to share the common burden 
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were standing out, made it impossible, says the statement, 
to bring into operation arrangements applicable to all. This 
led the Central Medical War Committee and the Committee 
of Reference of the English Royal Colleges to pass in 
December, 1916, a resolution approving the principle of 
mobilisation of the profession, whereby every individual on 
the Register could be called upon for service when required 
by the State ; and at the same time the Edinburgh Royal 
Colleges and the Scottish Medical Service Emergency Com- 
mittee passed a resolution for the complete organisation 
of the profession during the war and six months after, 
in order that everyone on the Register should be 
held bound when required by the Government to give 
such service as he or she could. From time to time, 
however, the Central Medical War Committee reported 
that matters were rapidly reaching a stage at which 
no more medical men could be obtained for military 
service under existing powers, and when in the spring of this 
year the recent Military Service Act was passed it was 
apparent that the further needs of the Army during the war 
could only be met by the inclusion of some special provision 
as to doctors. The age of compul:ory medical service in the 
case of doctors was, therefore, raised to 55, while the 
central professional committees, which had hitherto been 
technically advisory, were constituted the tribunals by 
which applications for exemption would be considered on 
the grounds of the needs of the civil community, of ill- 
health, or of personal disabilities. These professional 
tribunals can grant absolute, conditional, or temporary 
exemption on the last two grounds, but where the ground of 
exemption is ‘‘ occupational” the exemptions will be condi- 
tional on the giving of service to the civil community 
through the Minister of National Service. 

The second part of the statement deals with the arrange- 
ments to ensure that the calling-up of medical practitioners 
will be done with due regard to convenience and is prefaced 
by the warning that medical men should ‘continue their 
work as before unless and until called up for service.” The 
procedure is explained in the statement by the following 
paragraphs : 

1. Under the Military Service Acts as amended by the Military 
Service (No. 2) Act, 1918, the higher age limit of liability to military 
service in the case of a duly qualified medical practitioner is the attain- 
ment of 56 years of age on April 18th, 1918. All registered medical 
practitioners therefore are liable to military service if: (a) On 
April 18tb, 1918, they had not attained the age of 56; (b) they are 
male British subjects; (c) they have at any time since August 14th, 
1915, been in Great Britain; and (d) they are not for the time being 
within the exceptions set out in the First Schedule to the Military 
Service (No. 2) Act, 1918. The exceptions relate to men ordinarily 
resident in the Dominions abroad, members of the Forces, certain 
disabled men, certain rejected men, and men in Holy Orders or regular 
ministers of any religious denomination. 

2. Special Regulations governing the calling-up of medical practi- 
tioners under the Act have been issued by the Local Government Board 
(Military Service (Medical Practitioners) Regulations. 1918). (a) These 
Regulations provide that medical practitioners will have the privilege 
of applying for exemption from military service to a tribunal of medical 
men. Yn no circumstance will an appeal by or on behalf of a medical 
practitioner come before a local tribunal (b) The tribunals approved 
for the purpose by the Minister of. National Service are the existing 
Central Professional Committees—namely, the Central Medical War 
Committee, 429, Strand, London, W.C. 2, for practitioners in England 
and Wales, acting with the Committee of Reference, 8-11, Queen- 
square, London, W.C.1, for members of the staffs of hospitals and 
medical schools in the London area; and the Scottish Medical Service 
Emergency Committee, 9, Queen Street, Edinburgh for practitioners 
in Seotland. (c) Applications for exemption to the tribunals men- 
tioned may not be made by or on behalf of any medical practitioner 
inless and until the practitioner has received an individual notification 
from the Ministry of National Service specifying the time for making 
such an application. The practitioner must join in, and sign, any 
application made on bebalf of him by some other person. 

3. Special instructions have been issued as to the medical examina- 
tions of the older men, and a special notice to attend for medical 
examinations will be used. 

4. The medical examination of medical practitioners will be arranged 
so as to ensure the minimum loss of time and inconvenience. They 
will be called for examination, not in age-groups, but area by area 
throughout the country. Special travelling National Service Medical 
Boards will conduct the examinations, Prac'itioners are requested to 
coéperate in the special arrangements for medical examination, which 
are designed for their convenience, by attending the boards at the time 
appointed. 

5. Medical men who have already been graded by National Service 
Medical Boards will not be called up at present for re-examination, 
unless special reasons should make a re-examination desirable. 

6. The notice to attend for medical examination is, so far as medical 
practitioners are concerned, not a calling-up jor military service. 

7. No medical practitioner will receive the notification referred to 
on paragraph 2 (c) until he has been medically examiued, and not 
until he receives this notification need he consider the question of 
exerciting his tribunal rights. 

8. On receipt of an application for exemption the tribunal will 


notify the practitioner of the place and time at which his case will be 
heard. 


9. Applications for exemption may be lodged on one or more of the 
following four grounds :—Occupational : (a) On the ground that it is 
expedient in the national interest that he should, instead of being 
employed in military service, be engaged in other work in which he is 
habitually engaged or wishes to be engaged or if he is being educated 
or trained for any work, that he should cortinue to be so educated or 
trained. Personal: (b) On the ground that serious hardship would 
ensue if he were called up for Army service, owing to his exceptional 
financial or business obligations or domestic position ; (c) ill-health or 
infirmity; (d) conscientious objection to the undertaking of com- 
batant service. 

10. (i.) The Regulations provide that the tribunal may either refuse 
exemption or may grant absolute, temporary, or conditional exemp- 
tion in the case of applications based on grounds ()), (c), and (dd). 
In the case of applications on these personal grounds leave may, 
in exceptional cases, be given by the tribunal to appeal sgainst 
their decision to the Central Tribunal (ii.) A certificate of exemption 
granted on occupational grounds (1) shall, and one granted on grounds 
of personal hardship (b) may, »e subject to the condition that the 
practitioner will undertake such medical service and under such con- 
ditions as the Director-General of National Service may, after 
consultation with the appropriate Central Professional Committee 
and in concert with any Government Department concerned, from 
time to time deem best in the national interest. For example: 
If a medical practitioner applies for exemption on occupational 
grounds, and argues that it is expedient in the National interests 
that he should continue to practise in A——, the tribunal can only 
give him conditional exemption. This means that he may continue 
to practise in A—— on condition only that he agrees, unless and 
until a commission in the Medical Service of the Navy, Army, or 
Air Force is offered to him, to undertake such civilian medical work 
and under such conditions as the Minister of National Service, after 
consultation with the Central Professional Committee, and in concert 
with any Government Department concerned, may determine to be 
best for the national interest in respect of him. 

The Minister’s statement now makes clear the position of 
the individual medical man under the new Military Service 
Act. If on April 18th last he had not turned 56 years, he is 
liable, with very slight exception, for military service, but he 
is required by the Ministry of National Service to continue at 
his present work ‘‘ unless and until” he receives an ‘‘ indi- 
vidual notification’ from the Minister. If he has not already 
been graded by a National Service medical board, he will be 
sent a notice to attend for medical examination before he 
receives his ‘* individual notification,” but this notice is not 
to be construed as releasing him from his presert occupation. 
As the medical examinations will be conducted area by area 
throughout the country, any particular medical man may 
have long to wait before he is even graded. Only after 
being graded, and after having receivel an ‘individual 
notification,” can any application be made for exemption 
from military service, and whatever the ground of this 
application it will now be heard by the professional and not 
the ordinary tribunal. Paragraph 10, which requires 
close reading, defines the procedure of the _profes- 
sional tribunal in regard to exemption; and explains the 
condition attached to an exemption of performing 
such civilian medical work as the Minister may determine. 
Curiously enough, it is nowhere stated whether the medical 
man who receives an ‘‘individual notification” and 
does not apply for exemption from military service is alse 
liable to this form of civilian conscription. But we pre- 
sume it is the intention to make whatever use of his 
services is dictated by the needs of the moment, and that 
his case will therefore. in effect, be considered on its 
merits by the professional tribunal, whether he desires it 
or not. To suggest a parallel—the medical man may either 
declare a suit himself or leave it to the tribunal to declare it 
for him, but in either case there is the same choice of suits, 
and the tribunal will not accept what they consider an 
unwise declaration. It remains in any case, however, for 
the medical man to play the suit chosen. 


THE REORGANISATION OF THE STAFFS OF THE METRO- 
POLITAN HOSPITALS: THE ACTION OF THE 
COMMITTEE OF REFERENCE. 

The Minister of National Service has approved a recom- 
mendation of the Committee of Reference that in order to 
provide more doctors for service in the Army whilst at the 
same time safeguarding the interests of the civil community 
the hospitals in the London Area shall be arranged in 
groups, and that a sufficient staff of doctors shall be reserved 

to maintain the medical service of each group. 

It will be recognised that many physicians and surgeons 
are now serving at hospitals in various parts of London, 
involving long journeys, waste of time, and consequently loss 
of energy, and that at the same time there are others both 
of military age and over that age who are capable of doing, 
and willing to do, more hospital work than they are now 





doing. 
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It is proposed in the first place to ask every member of 
the staff of a hospital to supply the Committee of Reference 
with a detailed statement of the hospital work and other 
work of a national character which he is now fulfilling, 
on a form which will be sent him for the purpose. This 
information will be tabulated and an analysis made of the 
amount of service rendered by each member of a hospital 
staff. From this analysis the Committee will be in a posi- 
tion to advise the Minister of National Service as to the 
number of doctors of military age who must be considered 
indispensable to the civil community and who should in 
consequence be retained in civil practice. 

It may be necessary, in order to obtain the fullest benefit 
of a doctor’s service, to transfer his work from a hospital in 
one group to a hospital in another group as a temporary 
arrangement for the duration of the war, and for this 
reason each doctor will be asked to sign a declaration that 
if it is considered desirable in the national interest he will 
agree to serve on the staff of any hospital or hospitals to 
which he may be assigned by the Minister of National 
Service on the recommendation of the Committee, and at the 
same time to discontinue his services at any hospital where 
he may now be acting as a member of the staff. 

An appeal will be made to those members of hospital 
staffs who are over military age, to those who hold 4a la suite 
commissions in H.M. Army, and to those who have been 
medically rejected for service in the Army, or are otherwise 
excepted from liability under the Military Service Acts, to 
assist by their codperation in making this scheme a 
success. 

It is recognised that the reorganisation of the medical 
staffs may cause inconvenience to the governors and officials 
of the various hospitals, but it is not intended that any 
alterations of staff shall be proposed beyond those con- 
sidered by the Minister of National Service on the advice 
of the Committee to be absolutely essential in the national 
interests. 


PROFESSIONAL CONSCRIPTION: VIEWS OI 
EDINBURGH BRANCH COUNCIL OF THE 
BRITISH MEDICAL ASSOCIATION. 

The council of the Edinburgh Branch of the British 
Medical Association call attention to certain matters in 
connexion with the Military Service (No. 2) Act, 1918, 
holding the view that the medical profession has had no 
opportunity of expressing its views to the Government save 
through the statutory bodies, which are not in their view 
representative of the medical profession. 

They strongly disapprove of any possible intention of the 
authorities to exercise their powers in such a manner as to 
compel a medical man without giving him the option of 
accepting a commission in H.M. Forces to make the choice 
between ordinary military service and the undertaking of 
some new work in civil practice to which he may have 
serious and valid objections. They hold that, as in the 
past, no medical man should be conscripted into the ranks 
unless he has declined to accept a commission as a medical 
officer in H.M. Forces. They are convinced that there are 
many medical men in civil practice, not only within the new 
age-limit, but considerably beyond it, who would be fit and 
willing to act as military medical officers at home or in base 
hospitals abroad were they given the opportunity, but who 
would almost inevitably break down under the strain of 
increased civil medical work, and they appeal for the con- 
sideration of some such alternative to the more cumbrous 
method of civil substitution which seems to be in contempla- 
tion. 

Before any further extensive call is made on the much- 
thinned ranks of those engaged in civil practice the council 
would like to feel sure that the War Office are using the 
medical officers they already have to the best possible 
advantage. They are strongly impressed by the severe 
strain imposed on the general practitioners in the winter 
months during the war, and in view of the further call being 
made for medical officers they suggest that temporary 
employment in the R.A.M.C. should be offered for short 
periods to enable general practitioners to take their share in 
the heavy work abroad during the summer and to return to 
their practices during the winter, when their services are in 
less demand at the front and more urgently required at 
home. 


THE 
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THRESHOLD TESTS FOR LIGHT AND COLOUR 
To the Editor of THE LANCET. 


Srr,—Much is to be learned by investigating the threshold: 
for light and colour. In my practice I have been doing this 
as a routine, for some considerable time. Finding that < 
normal standard, quite as uniform as that for visual acuity 
exists, I have recently attempted to standardise a series of 
test objects which can be universally used for determining 
how near to, or how far from, the normal standard each 
individual eye is situated. In diseases of the retina, the 
choroid, the optic nerve, &c., very remarkable variations 
from the normal are found. But I have reason to believe 
that abnormal thresholds are not limited to diseases of the 
eye. It would be very well if clinicians in genera) 
took up the test and investigated this question, because 
marked changes in the thresholds are certainly to be found 
where the ocular implication is secondary. Thus, working 
with my test, my colleague, Dr. Walter Sinclair, of Ipswich, 
pointed out that in several of his cases of retinitis of 
pregnancy the threshold for yellow was the only one 
attacked, but that very considerably. I found the same in 
the one and only case I have seen since. The threshold for 
yellow was reduced to recognition of the dilution 1:4 
instead of the normal 1:32. Though this can be no more 
than a logical hypothesis, I hope to be forgiven if facts 
prove me to be wrong. But I suggest that those who aré 
not limited, like myself, to ophthalmic practice, should 
search all cases for a while, in view of ascertaining whethe 
there be any in which reduction of the threshold proves tc 
be the only ocular symptom. An account of the test and of 
some of the work done so far on this subject will appear 
shortly in the British Journal of Ophthalmology. 

Apologetically I give here a brief explanation of what is 
known by the thresholds. It may be acceptable to some 
readers. 

The threshold for light.—IUf in a railroad train we pass through a long 
tunnel and there is complete darkness, even after adaptation, we notice 
on approaching the exit, a moment when the first glimmer of light i 
perceived. This is the threshold for light. Supposing we were 
travelling with a patient whose light sense is reduced he would not 
perceive light till some time after we did. 

The threshold for light differences.—The stars are always in the sky. 
Yet we only see them after sunset. Because, though there is a differ 
ence in light intensity between them and the sky even in daylight, 
there is not sufficient difference for the human eye to distinguish 
them. The threshold for differences of light intensity is reached the 
moment the evening star becomes visible, or the instant the morning 
star fades out of sight; or any other star. We would distinguish the 
star sooner than our friend in the train, and would still see the morning 
star after it had vanished for him. I find that when the threshold for 
light is reduced that for light differences is equally so. A test of the 
latter is incomparably more simple, and for all practical purposes 
sufhcient. It becomes practically a measure of the light sense. 

The threshold for colours.—These thresholds are quite distinct from 
both the previous ones, Here, again, we can observe them in nature. 
They are indicated by the very tirst tints perceivable in the clouds 
when we watch the horizon at dawn, and the very last trace of colour 
in the sunset clouds before all is gray. 

That the periphery of the retina is more sensitive to these 
thresholds is easily observed by watching the Pleiades. Ii 
a point more or less remote from this group be fixed on the 
sky, a far greater number of its stars evoke our light sense 
than if the group itself be fixed. The point for us to decide 
is whether these thresholds have any clinical value fox 
diagnosis, differential diagnosis, or prognosis. 

A handy test, in album form, is obtainable from Messrs. 
John Weiss and Son, 287, Oxford-street, W., by which each 
eye separately is tested in a minute. The test is fully described 
in a pamphlet. On the patient’s part it requires no under- 
standing and very little intelligence. The album contains 
series of graduated spots of gray and four colours. The 
palest gray recognised gives a measure of the light threshold, 
the palest colour spot in each series which evokes a true 
sensation of colour, irrespective of the name given to it, gives 
a measure of the colour thresholds. Both are approximate, 
but suffice. I am, Sir, yours faithfully, 

GEORGE YOUNG. 


Colchester, June Ist, 1918. 
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THE PRIMARY EXAMINATION OF THE 
F.R.C.S. ENG. 
To the Editor of THE LANCET. 


Si1r,—The earnest letter of Sir William Osler on this 
subject in your issue of May 18th commands the attention 
of all who have the prestige of British surgery at heart. 
But does it. not unwittingly disguise a fallacy! Any 
aninformed reader could only come to the conclusion that 
the rejection among properly prepared candidates is as high 
as 82 per cent. But does this really represent the 
facts? Some few years ago, when I came into touch 
with numbers of men going up for the Primary, it 
was notorious that a considerable proportion were 
aot properly prepared—I mean by honest work in the 
dissecting-room and the laboratory—but simply went up ‘*‘ to 
have a shot”’ and on the off-chance that they might manage 
to get through. Things may have altered since then, but 
before entirely condemning the examination it is essential to 
know the proportion of failures among those whom com- 
petent teachers consider to be fitted to sit. Those who assay 
the ordeal after qualification are presumably very much in 
earnest, and I should like to know the relative propor- 
tion of failures among those who sit the examination 
just after their Second Professional and those who take 
it after Graduation. Further, at the time of which I 
speak many candidates and some teachers did not realise 
that it is essential for the Primary to know ordinary 
anatomy and ordinary physiology thoroughly well. I 
recollect that when I sat one of the questions was a 
straightforward one on the dissection of the palm of the 
hand. By many of the candidates this was looked upon as 
out of the ordinary, or tricky, while these very men would, I 
am sure, have been able to write an account of the otic 
ganglion or the attachment of the deep muscles of the back ! 
in couversation with an examiner of to-day I gather that 
in this matter many candidates have not altered. 

After all, the Fellowship of the R.C.S. of England is 
admittedly one of the highest surgical distinctions obtain- 
able by examination, and it is not unfair that the standard 
should be high. 

The conclusions to Sir William Osler’s letter and the letter 
of Colonel Griffiths touch the question of examinations in 
general and the still larger subject of the education of the 
medical student, on which I sincerely hope the attention of 
the profession will be focused as soon as we may be 
untrammelled by the burden of war. 

1 am, Sir, yours faithfully, 
G. GREY TURNER, 

Newcastle-upon-Tyne, May 27tb, 1918. Major, R.A.M.C. (T. 


To the Editor of THE LANCET. 


Sir,—If I were an official examiner for the Primary 
Fellowship of the College of Surgeons I should take your 
strictures and those of Sir William Osler without remark, but 
as a temporary substitute I am no longer in an official 
position and may, perhaps, be allowed a word or two of 
explanation. It looks at first as if we unfortunate anatomy 
examiners were in a very bad way indeed, because you 
preface Sir William Osler’s letter by saying in Latin that 
‘‘the other side should be heard”; then you listen to and 
publish his vigorous speech for the prosecution, and finally 
deliver your verdict against us in an editorial postscript to 
his letter. The whole business reminds me so strongly of the 
work of another great Oxford authority— Lewis Carroll—that 
I am in hopes that the crime will come last of all and perhaps 
may not even yet have been committed. 

Iam glad to see that Sir William Osler specially selects 
the anatomists for his attack. This, no doubt, is his 
knightly courtesy in choosing what he regards as the stronger 
enemy. I only hope that he may be right, but in any case 
I am very glad to see my physiological colleagues let off so 
easily. 

3ut what have we done? According to Sir William Osler 
and yourself, we have crammed a large number of medical 
students (whose interests, | never doubt, he and all who 
agree with him have at heart) and have then rejected 80 per 
cent. of them because (a) they could hold no more, or (+) we 
had filled them with inferior material, or (¢) we had 
crammed them so tightly that we could not get it out 
again, or (d) we had overlooked some hole out of which all 





the stuffing had escaped. Let us think for a minute whether 
there is not another and a more common-sense explanation. 
Let me put it to you that at a recent Primary Fellowship 
examination an abnormally large number of candidates were 
successful, and a rumour went round that ‘‘now anyone 
could pass the first Fellowship.” Is it surprising that a 
large number of candidates, whose time had been almost 
entirely taken up by routine duties in the wards, flocked to 
the Examination Hall after attending a few perfunctory 
anatomy classes! These men did not know their way about 
the body, and the examiners (who have the interests of 
wounded soldiers as well as medical students at heart) sent 
them back again, and so the normal rate of rejection was 
increased to 80 per cent. 

As a teacher who does not like to think for how many 
years he has taught anatomy I cannot agree with you that 
the candidates for the Primary Fellowship are necessarily the 
pick of the London medical students. A large number of 
them do not work honestly at anatomy at all, but merely 
attend classes where they learn the special answers which 
special examiners are supposed to desire to special stock 
questions they are supposed to ask. It is the examiner’s 
duty to send back all who do not show a reasonable capacity 
for finding their way about the body, and I hope and believe 
that my late colleagues will continue to strive after absolute 
justice, without fear or favour, even under the kindly 
sarcasm of Sir William Osler or I was going to say 
thunders, but slashes will be better, of THE LANCET. 

I am, Sir, yours faithfully, 
F. G. PARSONS. 


Anatomical Department, St. Thomas's Hospital, S.E., 
May 3lst, 1918. 





To the Editor of THE LANCET. 

Srr,—With reference to the correspondence on the above 
subject there is one minor reform that might with advantage 
be introduced forthwith—namely, the publication to each 
candidate of his marks in all separate parts of an examina- 
tion, and in the case of his failing a report stating the 
subjects in which he has been found specially weak. 

Considering the high character of the fees paid this 
might almost be said to be his right. 

I am, Sir, yours faithfully, 


Lewes, May 29th, 191 W. R. DUNSTAN. 





To the Editor of TH® LANCET. 

S1r,—The observations of Sir William Osler (Tut LANCET, 
May 18th) will materially aid the progress of surgery in this 
country. It has been obvious for some years that many a 
student fitted to become a surgeon has been debarred from 
following his project in England owing to his being unable 
to make certain of passing the primary F.R.C.S. Just at the 
stage when the system should help him it thwarts him, 
whereby he is hindered, but even if ultimately successful has 
lost valuable time and perhaps the chance of studying in 
other lands. For years now I have regarded this examination 
as a lottery, those taking tickets being usually among our best 
students. The chance of drawing a winning number is about 
one in three tries. This state of things results almost entirely 
from the way the examination is conducted and from the 
fact that the chance of a candidate going from bad to worse 
in a rivd voce is greater than that of his going from good to 
better. It partly resulted some years back by reason of the 
questions asked being unconnected with logical scientific 
physiology as taught in the universities, but I believe this 
has been rectified, perhaps as the result of the correspond- 
ence in your columns a few years ago. The subjects being 
large and there being no schedules the standard has in- 
evitably been lowered to that of cram, but is supposed to 
have been raised by increasing the difficulties. The evils of 
such a system are seen in the number of surgeons with 
scarred brains, each scar the result of a sinus left by an 
examination, after the facts, theories, and débris have been 
discharged from it. The scars are painful if pressed on by 
further knowledge and are unimpressionable, instead of 
being (as they should be) highly receptive tentacles. Schedule 
the subjects, add an essay or two, encourage research work, 
and include a report by the teachers, and all may yet 
be well. 

Meanwhile, what have I been able to say in reply to the 
capable student who has asked my advice as to whether he 
should present hiniself for examination or not? I have been 





826 THE LANCET, ] 


MEDICAL NEWS. 


[June 8, 1918 








obliged to tell him that, the element of chance being greater 
than the element of knowledge, he is unable to make reason- 
ably certain of passing by any amount of the closest work. 
That, therefore, assuming he knows his work well, he should 
take a ticket at a cost of £10, and if unsuccessful he should 
save his further living expenses, fees, time, and brains, on 
the chance that they will some day be of use to him, and 
should merely take a £5 ticket again each time until suc- 
cesstul, if it is worth his while. Meanwhile he should pursue 
the study of surgery ; if he passes he will ultimately practise 
in a cornered market, as it were ; if he fails he will practise 
outside this area. With conditions as they are at present, 
it would be wrong to egg a man on to enter for the examina- 
tion, because the very best candidates fail, and such may 
wreck their careers by going on and on. Against the sound- 
ness of this view may be put the small chance of a badly 
prepared student passing, but even if he did the ultimate 
danger to the public would be smaller than if a pure cram 
man were substituted in his place, while the gain to practical 
scientific surgery might be considerable. The student who 
passes at the first attempt ought to be condemned to devote 
six months to improving the system of medical education as 
a penance! After the suggested changes have been brought 
in perhaps the older Fellows will be known as the old 
contemptibles. We should deserve it. 
I am, Sir, yours faithfully, 


May 27th, 1918. F.R.C.S. 





THE OPERATION OF BLOOD TRANSFUSION, 
To the Editor of THE LANCET. 

Srr,—In a leading article in THE LANCET of June Ist 
you say: ‘‘We doubt whether any English surgeon could 
have been found to perform the operation of blood trans- 
fusion even so recently as four years ago.”’ In Leeds we 
have been doing this operation regularly for the last ten 
years. My attention was first drawn to it by a paper of Dr. 
G. W. Crile in the Transactions of the Southern Surgical 
and Gynecological Association of 1906, vol. xix., p. 179. 
After reading this most valuable article I performed direct 
transfusion of blood a few times with difficulty and lack of 
skill. In May, 1908, I had the good fortune to spend several 
days with Dr. Crile in Cleveland, and I there saw direct 
transfusion performed upon four patients. I returned to 
England with Dr. Crile’s improved apparatus, and began at 
once to employ the method as I had learnt it from him. 
Later, my colleagues and I used Elsberg’s apparatus, Tuffier’s 
tubes, the syringe method, and finally the citrate method. 
My preference has always been for the syringe method, with 
or without the use of a solution of citrate of soda to prevent 
coagulation. I have performed direct transfusion in many 
cases of carcinoma of the stomach or of the ascending colon, 
in both of which anemia is frequent ; in cases of hemorrhage 
from gastric or duodenal ulcer, or from growths in the 
kidney. I am, Sir, yours faithfully, 

Leads, June 3rd, 1918. BERKELEY MOYNIHAN. 





A NATIONAT MEDICAL SERVICE. 
To the Editor of THE LANCET. 
Sir,—Dr. H. Sharman, in his letter in your issue of 
May 25th, confuses the issue. Those of us who advocate a 
‘* State Medical Service” (which is not the same thing as 
the ‘‘ nationalisation of the medical profession ’’) desire the 
establishment of a system which will provide whole-time 
State medical officers (equipped with hospitals, &c.) for the 
professional care of every person in this kingdom. We 
believe that such a system would be advantageous to the 
public and to the profession. In this belief we may be right 
or wrong. But there would be no ‘‘compulsion.”’ No individual 
practitioner would be obliged to join, and no individual 
patient to take advantage of such a service. 
1 am, Sir, yours faithfully, 
Portland, May 27th, 1918. M. HAMBLIN SMITH, M.D. 








THE MEDICO-LEGAL SOCIETY OF LONDON.—At the 
annual general meeting of this society, which was held at the 
rooms of the Medical Society of London, 11, Chandos-street, 
Cavendish-square, London, W., on June 5th, it was stated 
that 216 names now appear on the list of members, but it is 
hoped that many whose addresses are not now known will, 
on the termination of the war, take steps towards the 
restoration of their names to the roll. 


Medical Aews. 


UNIVERSITY OF LONDON.—At examinations held 
recently the following candidates were successful : 


Tarrp (M.B., BS.) EXaMINATION FOR MepicaL Decrees. 

Ruth Balfour, Lond. Sch. of Med. for Women ; Monty Baranov, Univ. 
Coll. Hosp.; Geoffrey Bourne, St. Bart.’s Hosp.; Guy William 
John Bousfield, St. Thomas’s Ho+p.; Haywar1 Carpenter, Univ- 
Coll. and Charing Cross Hosps.; Douglas Crawford Clark, King’s 
Coll. Hosp.; Rustam Nusserwanji Cooper, Univ. Coll. Hosp. ; 
Robert Malcolm Dannatt, St. Bart.’s Hosp.; William Feldman, 
Univ. Coll. Hosp.; Marjorie Ellen Franklin and Ery! Glynne, 
Lond. Sch. of Med. for Wo nen; Hugh Ernest Griffiths. St. Bart.’s 
Hosp. ; William Andrew Hewitson (honours, distinction in surzery), 
University of Durham; Winifred Emmeline Lepper, Lond. Sch. of 
Med. for Women and St. Mary's Hosp.; Emily Catherine Lewis 
(honours, distinction in surgery), Lond. Sch of Med. for Women; 
Arthur Edmund Beer Paul, Univ. Coll. Hosp.; Edgar Nelson 
Ramsbottom, Victoria University of Manchester; Violet Ione 
Russell, Lond. Sch. of Med. for Women; Cedric Kennedy Scales, 
King’s Coll. Hosp.; Eleanor May Scarborough and Elisabeth 
Henrietta Schwab, Lond. Sch. of Med. for Women; Alan Selby- 
Green, Middlesex Hosp.; Charlotte Annie Shields and Elsie 
Stansfeld, Lond. Sch. of Med. for Women; Gilbert Patrick 
Staunton, St. Bart.’s Hosp.; Thomas John Thomas, King’s Coll. 
Hosp.; Naomi Tribe, Lond. Sch. of Med for Women; Rustom 
Navroji Vakil, Univ. Coll. Hosp.; John Glen Wardrop (honours, 
distinction in forensic medicine and surgery). Univ. Coll. Hosp. ; 
Phillis Emily Webb, Lond. Sch. of Mei. for Women ; Eugene Wolff 
ani Henry Wardel Snarey Wright, Univ. Coll. Hosp. ; Lrene Yates, 
Lond. Sth. of Med. for Women; and William Arthur Young, 
Guy’s Hosp. 

The following candidates have passed in one of the two 

groups of subjects :— 

Group I.—Mary Neville Andrews, Lond. Sch. of Med. for Women; 
Joseph Erwin Ado!phe Boucaud, St. Bart.’s Hosp. ; Owen Sidney 
Martin, Univ. Coll. Hosp.; Irene Grace Parsons and Lily Dorothea 
Taylor, Lond. Sch. of Med. for Women; and Jeremiah Aurét. 
van Heerden, St. Bart.’s Hosp. 

Group If.—Gordon Eric Barker, St. Mary's Hosp.; Owen Deane 
Brownfield, St. Thomas's Hosp.; Gunaratnam Franklin Cooke and 
Hedley Chave Cox, St. Bart.’s Hosp.; John Horace Dancy, 
St. George's Hosp.; Maud Gazdar, Lond. Sci. of Med. for Women ; 
Henry Nevill ecatbvedts, St. Bart.’s Hosp.; Patrick Hughes, 
St. Mary’s Hosp.; Puthiyaveetti! Narayana Menon. Univ. Coll. 
Hosp.; Gladys Mary Miall Smith, Lond. Sch. of Med. for 
Women ; and Bertram Henzell Pidcock, St. Bart.’s Hosp 


SOCIETY OF APOTHECARIES OF LONDON.—At 
examinations held recently the following candidates passed 
in the subjects indicated :— 

Surgery.—G. H. FitzGerald (Section I.), Guy's Hosp ; L. E. Lewis 
(Sections I.and II.), Glasgow and London Hosp.; and H. M. Waller 
(Section I.), St. Bart.’s Hosp. 

Medicine. -J. Goraky (Section I.), Westminster Hosp. ; and F. Lyth, 
H. Lyth, G. G. Rigby, J. Stepven, and T. C. Stephen (Sections I. 
and I{.), Manchester. 

Forensic Medicine.—J. Gorsky, West minster Hosp.; T. Mensa Annan, 
Cambridge and King’s Coll. Hosp.; and J. Stephen, Manchester. 
Midwifery.—A.M. Berman, Belfast and London Hosp. ; A. G. Curzon 
Miller, Middlesex Hosp. ; S. V. Goldhurst, Cambridge and London 
Hosp.; T. Mensa Annan, Cambridge and King’s Coll. Hosp. ; and 

H. H. Selim, St. Mary’s Hosp. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH.—On 
the invitation of the President and Council a representative 
number of surgeons in the United States Naval Service have 
visited the College and Museum. 


MEDICAL DEFENCE UNION, LIMITED.—The good 
work of this Union in supporting and protecting the 
character and interests of medical practitioners in the United 
Kingdom is well known; it is indefatigable and successful in 
carrying out its main object—namely, to advise and defend, 
or assist in defending, members in cases where proceedings 
involving questions of professional principle or otherwise are 
brought againstthem. Sometime agoa special arrangement 
was entered into by the Union with the Yorkshire Insurance 
Company, Limited (St. Helen’s-square, York, and Bank 
Buildings, Princes-street, London), whereby that company 
undertook to indemnify members of the Union against 
pecuniary loss in costs and damages through adverse 
verdicts in defensive actions taken up by the Council to the 
extent of £2000 for a premium per member of 7s. 6d. per 
annum or £2500 for 9s. perannum. The excellent results in 
actions brought in the courts by the Union and to the 
verdicts which have been secured in favour of members 
assailed have induced the Yorkshire Insurance Company to 
offer increased benefit to the members of the Union, cover- 
ing them to the extent of £2500 for 7s. 6d. in future. Thus 
the total annual cost for subscription and £2500 indemnity is 
17s. 6d. per annum, but the payment of 7s. 6d. of this amount 
for the indemnity insurance is entirely voluntary. Members 
of the medical profession who desire to secure these 
advantages should apply to Dr. A. G. Bateman, the General 
Secretary of the Union, 4, Trafalgar-square, W.C. 2. 
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ASYLUM WORKERS’ ASSOCIATION.—The annual 
sneral meeting of this association was held on May 29th at 
the Mansion House, E.C., under the presidency of the Lord 
layor. Amongst the principal speakers were Sir John 
ardine, Bart., M.P. (president of the association), the Dean 
f Windsor, Dr. Charles Mercier, Lieutenant-Colonel D. 
homson, R.A.M.C. (president, Medico-Psychological Asso- 
ation), Major the Rev. S. Lipson, Sir F. Needham (Board of 
yntrol), Sir George Savage, and Dr. Helen Boyle (Brighton). 
1e report (presented by Dr. G. E. Shuttleworth, acting 
ynorary secretary) showed some advance on 1917, both as 
) membership and increased funds, and a credit balance 
f £156 2s. 2d. was recorded. The association aims at the 
tterment of all classes of workers engaged in the service of 
the mentally afflicted and defective, and by inculcating 

gher ideals, especially amongst the nursing staff, it has 
also in view the amelioration of the personal care of the 
patients. Moreover, it desires to enlist greater public 
sympathy with the workers in mental hospitals, whose 
abours, often arduous and self-sacrificing, are by reason of 
their surroundings less in evidence, but no less meritorious 

an are those of nurses in hospitals for ordinary sick cases. 
The Dean of Windsor emphasised the importance of recrea- 

yn with a view to the freshness and efficiency of asylum 
workers, and Dr. C. Mercier gave striking instances of the 
lemands made on the good temper and forbearance of those 
charged with the personal supervision of mad people. Dr. 
Helen Boyle referred to the good effect of the saving grace of 
humour in lightening their burden. 


YEATMAN HOSPITAL, WEYMOUTH.—The fifty-third 
annual report of this institution, which has just been issued, 
shows that during 1917 the military patients admitted 
numbered 220, and no civilian case requiring hospital 
treatment was refused admission. 


MEDICO-PSYCHOLOGICAL ASSOCIATION OF GREAT 
BRITAIN AND IRELAND.—The ordinary quarterly meeting of 
this association was held on May 28th at the rooms of the 
Medical Society of London, under the presidency of Lieu- 
tenant-Colonel David G. Thomson, R.A.M.C. The President 
announced that the late Dr. Maudsley had bequeathed to 
the association the splendid sum of £2000, and that Colonel J. 
Keay, of Edinburgh, had accepted the council’s invitation to 
become the next President.—Dr. John Turner gave an 
account, supported by a number of fine drawings, of the 
ninute researches be has been carrying on in reference to 
he brains of insane patients, limiting his observations to 
ie Rolandic area. His conclusions he set out under four 
heads: 1. Anomalies in the form of the Rolandic fissure, 
and in the arrangement or architecture of its cortex, occur 
more frequently among the insane, especially among 
subjects of dementia precox and imbeciles, than in norma! 
ndividuals. 2. There appear to be distinctive characters 
in the two sexes. 3. Micrometric studies indicate sexual 
differences in the width of the laminw. He felt that 
they fail to afford any clue to a solution of the 
problems of the pathology of insanity. 4. A _ study 
of the Betz cells he believes to be of very real assist- 
ance in the matter. The undue proportion of the 
axonal type in the insane enables one to catch a glimpse 
of the anatomical basis in a large number of cases. He 
regards this type of cell as one of defective structure, and 
probably of deficient durability, and that the evidence 
favoured the view that it was an innate defect due to arrested 
development. The presence of this type in greater or less 
number he regards as a rough index of the stability of any 
given brain; other things being equal, a brain with a high 
percentage of these cells will more readily break down than 
will a brain with a low percentage of them. On this view 
the brain of the precocious dement was the most unstable of 
all, and, relatively, more so in females than in males. This 
he considers accords with clinical experience. 


Colonel Sir John G. Rogers, K.C.M.G., D.S.O., 
\.M.8.,and Dr. A. V. Davies, M.B.E., have been appointed 
Knights of Grace of the Order of the Hospital of St. John of 
Jerusalem in England. 

METEOROLOGICAL READINGS. 

(Taken daily at 8.30 a.m. by Steward’s Instruments.) 
THE Lancet Office, June 5th, 1918. 
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Other information which we have been accustomed to give in| these 
‘“‘Readings” is withheld for the period of the war. 











Parliamentary Intelligence. 


HOUSE OF COMMONS. 
WEDNESDAY, MAY 29TH. 
Invalids’ Rations. 

Mr. CATHCART WASON asked the Parliamentary Secretary 
to the Ministry of Food whether, in view of the fact that 
there were so many persons suffering from nervous and 
intestinal troubles who were usually prescribed extra butter 
by the best medical advice, he would reconsider his decision 
with reference to only allowing extra butter to persons 
afflicted with diabetes or tuberculous complaints.—Mr. 
CLYNES replied: Food Control Committees are instructed in 
cases of doubt to submit to the medical section of the 
Ministry of Food applications for extra invalids’ rations in 
cases other than those of tuberculosis and diabetes. Such 
applications are considered by the Ministry’s medical adviser 
and grants are sanctioned in suitable cases. The Food Con 
troller further proposes to issue shortly to committees an 
extended list of complaints in which they may grant extra 
rations of meat or fats without reference to London. 

Treatment of Discharged Men. 

Major AsToR asked the Parliamentary Secretary to the 
Ministry of Pensions whether he had power to provide 
hospitals and convalescent homes; and, if so, whether he 
had exercised his powers to provide institutional treatment 
for men discharged from military institutions who were 
unable to obtain admission into civilian ones.—Sir A. 
GRIFFITH-BOSCAWEN answered: The Ministry has power to 
provide hospitals and convalescent homes, and this power 
has been exercised in a number of cases. In view, however, 
of the temporary nature of the need and the difficulties 
connected with the erection and staffing of new institutions 
endeavour is made to utilise existing institutions so far as 
possible. 

Major ASTOR asked the honourable gentleman whether his 
attention had been called to cases of soldiers discharged from 
military and auxiliary hospitals and from the Army whilst 
still suffering from the effects of wounds and requiring 
further treatment, being unable to obtain immediate 
admission to civilian hospitals or the necessary treatment; 
whether his attention had been drawn to the fact that, as the 
result of delay or inability to get admission to civilian 
hospitals, such cases had had to undergo operations which 
might have been avoided; and whether he proposed to 
take any and, if any, what action in the matter.—Sir 
A. GRIFFITH-BOSCAWEN replied: The answer to the first 
part of the question is in the affirmative and to the second 
part in the negative. Steps are being taking to eliminate so 
far as possible delay in obtaining immediate treatment for 
wounds and injuries. The War Office has agreed not to 
discharge men in future so long as there is any necessity for 
further operative treatment. In addition arrangements 
have been concluded with that Department for the establish- 
ment of annexes for in- and out-patient treatment of dis 
charged men in connexion with the military orthopedic 
centres. Where this is not possible, annexes to civil 
hospitals will be provided. Arrangements for the admission 
of discharged men at special rates of payment havealso been 
concluded with 353 hospitals throughout the kingdom. 

THUurRspDAY, May 30TH. 
Scotland and a Ministry of Health. 

Answering Mr. HoGGE, who asked when it was proposed 
to introduce the Scottish Ministry of Health Bill, Mr. 
Munro (Secretary for Scotland) said: Until the general 
proposals for a Ministry of Health have been discussed and 
adjusted in the War Cabinet I fear I cannot make any 


statement as to the policy of the Government with regard 
to Scotland. 
British Medical Officers in Turkish Prisoner Camps. 

Mr. HUME WILLIAMS asked the Under Secretary for War 
whether, when British prisoners were sent back from 
Turkey, it would be arranged that at least one English doctor 
should remain in each of the camps where prisoners were 
still interned.—Mr. MACPHERSON replied: Under the Berne 
agreement of December last one British medical officer and 
five medical personnel of other ranks may be detained in 
Turkey per 1000 British prisoners. The question of 
increasing the number if found insufficient is under con- 
sideration. It is hoped that the Turkish authorities will 
make a suitable distribution of this medical staff. The 
Netherlands Minister at Constantinople will, doubtless, 
include this among the many other points which are 
involved under the agreement. 


MonDay, JUNE SRD. 
American Wounded in England. 


Sir B. FALLE asked the Under Secretary for War whether 
he was aware that all the hospitals, including the 
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Royal Hospital, the Fawcett-road Hospital (400 beds), 
the union infirmary, and a number of private houses 
lent to the Voluntary Aid Detachment, Portsmouth, 
were being taken over by a United States staff, and 
that the English staff and patients were being sent 
wherever there was a corner for them; and whether he 
would secure at least the preservation of the Royal 
Hospital and the union infirmary for the English 
staff and English patients.—Mr. MACPHERSON replied: 
Owing to the present conditions of fighting in France 


some American and British wounded are being brought 
to this country in the same convoys and are being treated 
in British hospitals. It is the desire of the American 
authorities that their medical and nursing staffs now avail- 
able in this country should undertake some portion of the 
charge in our hospitals of American and British soldiers. 
With a view to taking advantage of the generous offer of 
our ally and freeing British staff for other hospitals, two 
sections of a general hospital at Portsmouth have been 
examined and I hope that the necessary arrangements will 
be made. British soldiers will not be ejected from the 
hospital, but as vacancies occur the majority of patients 
admitted will probably be American. 

Sir B. FALLE: Is the right honourable gentleman aware 
that while we are glad to receive these wounded men 
Portsmouth is a large town and requires large hospital 
accommodation for itself?—-Mr. MACPHERSON: I am aware 
of the welcome which Portsmouth has given to American 
troops and I hope that the answer I have given will satisfy 
the town. 

WEDNESDAY, JUNE 5TH. 
Military Patients in Hospitals. 

Colonel Sir F. HALL asked the Financial Secretary to the 
War Office to state the amount per head allowed to hospitals 
for upkeep of military patients, and what was the amount 
allowed fora similar purpose in January, 1915.—Mr. FoRSTER 
replied: The rates are not in all cases the same, but the 
standard maximum rate for the great majority of auxiliary 
hospitals is now 3s. 3d. per occupied bed and 6d. per 
unoccupied beda day. In January, 1915, the corresponding 
rate was 3s. per occupied bed and there was no grant for 
unoccupied beds. 

Ministry of Health. 

Mr. ANDERSON asked the President of the Local Govern- 
ment Board whether he could state the present position with 
respect to the proposed establishment of a Ministry of 
Health; whether a Bill had been drafted and submitted to 
the Cabinet; and, if so, when it was proposed to introduce 
such legislation.—_Mr. HAYES FISHER answered: A Bil! on 
the subject is under the consideration of the Government, 
but I am not able to make any statement as to its 
introduction. 

Disinfection of a Ship. 

Mr. SHIRLEY BENN asked the President of the Local 
Government Board whether he could state what precautions 
had been taken to prevent the cargo ex s.s. Somali conveying 
into England germs of the plague; whether the cargo had 
been disinfected; and whether he could assure the House 
that the plague cannot be introduced into England through the 
cargo being discharged intolightersandafterwards distributed 
from a vessel which required to be afterwards disinfected.— 
Mr. HAYES FISHER replied: No disinfection of the cargo of 
s.:s. Somali has been carried out or is considered necessary. 
Precautions were required to prevent the risk of plague- 
infected rats reaching the shore with the cargo. With this 
object the ship remained moored in the river and the cargo 
was discharged bale by bale from the deck into lighters 
alongside. The proceeding accords with the International 
Sanitary Convention (Paris, 1912) and offers the best security 
available against the risk referred to in the question. The 
disinfection of the vessel after the cargo was unloaded was 
undertaken with the main object of destroying rats in the 
ship. The quarters occupied by plague cases were disinfected 
a@S soon as the men had been removed to hospital. 








EDITORIAL NOTICES. 

In consequence of the pressure on our space and the shortage 
of paper, the Editor may be compelled to abbreviate communica- 
tions, as an alternative to their rejection, when time does not 
allow them to be reconsidered by their authors. 


It is most important that communications relating to the 
Editorial business of THE LANCET should be addressed 
exclusively ‘‘ TO THE EDITOR,’ and not in any case to any 
— who may be supposed to be connected with 
he Editorial staff. lt is urgently necessary that attention 
shou'dbe given to this notice. 

Tt is especially requested that early intelligence of Iccal 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

We cannot prescribe or recommend practitioners. 

Offices: 423, STRAND, LONDON, W.C. 2. 


Medical Diary for the ensuing CHeek 


SOCIETIBS. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W.1. 
MEETINGS OF SECTIONS. 
Monday, June 10th. 
ODONTOLOGY (Hon. Secretaries—F. N. 
Mummery): at 7 30 P.M. 
Casual Communication : 

Mr. F. J. Bennett and Mr. W. A. Maggs: The Post-morte 

Destruction of Teeth and Bones by Spore-forming Organisms 
Paper : 

Sir StClair Thomson: A Child’s Tooth impacted in a Secondary, 
Bronchus of the Left Lung; Removal by Lower Bronchosco; 
after Two Unsuccessful Attempts by Upper Bronchoscopy. 

Members of the Section of LARYNGOLOGY are specially invite 
to attend this meeting. 
OPHTHALMOLOGY (Hon. Secretaries—A. W. Ormond, Leslie Paton 
at 8 P.M. 
Cases : 

Mr. F. A. C. Tyrrell: Mooren’s Ulcer. 

Dr. G. H. Goldsmith : Cystic Swelling of Disc. 

Mr. Malcolm L. Hepburn: Old Choroidal Scar with Fibrous Ban | 
stretching from it to the Dise. 

Papers (at 8.30 P.M.) : 
Dr. Lewis R. Yealland: Hysterical Disorders of Vision. 
Mr. P. C. Bardsley: A New Form of Bifocal for Myopes. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


POST-GRADUATE COLLEGE, West London Hospital, Hammersmith 


Doubleday, J. Howa 


road, W. 
Clinics each week-day at 2 p.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 
(Details of the eaten Course were given in the issue of 
June list.) 
NORTH-KAST LONDON POST-GRADUATE COLLEGE, Prince oi 
Wales's General Hospital, Tottenham, N. 
Out-patients each day at 2.30 P.M. 
(Details of the Post-Graduate Course were given in the issue o 
April 6th.) 
ROYAL INSTITUTE OF PUBLIC HKBALTH, in the Lecture Hall o/ 
the Institute, 37, Russell-square, W.C. 
Course of Lectures and Discussions on Public Health Problems under 
War and After-war Conditions :— 





Wrpwespay, June 12th.—4 p m., Lecture VII.:—Sir Bernard Mallet 
K.C.B.: The Effects of the War as shown in Vital Statistics 


Followed by a Discussion. 


In the Laboratories of the Institute. 
Demonstrations and Discussions on Venerea! 


Course of Special 


Disease in connexion with the work of the Venereal Disease 


Department :— 


Wepvespay.—2.30 p.m., Demonstration III.:—Mr. A. H. Drew 
Pathological Investigations in Venereal Diseases. 
COLLEGE OF AMBULANCE, 3, Vere-street, Cavendish-square, W. 
Course of Special Lectures and Demonstrations on Ambulance Work 
and First Aid (illustrated as far as may be possible and followed 


by a Discussion). 


Tuurspay, June 13th.—4.30 p.m., Lecture V. :—Major Sir Robert 
Armstrong-Jones: First Aid inthe Management of Mental Cases 





Communications, Letters, &c., to the Editor have 
been received from— 


A.—Australian Imperial Force, 
Lond., 8S. of; Answers, 
Lond., Edi'or of; Messrs. Allen 
and Hanburys, Lond.; American 
Re’? Cross Commissioner for 
Great Britain, Lond. 

B.—British Medical Association 
Edinburgh Branch Council, 
President of; Board of Agricul- 
ture and Fisheries, Lond.; Dr. 
N. D. Bardswell, M.V.O.; Major 
W. Byam, R.A.M.C ; Capt. P. A. 
Bahr, R.A.M.C.; Dr. T. B. Broad- 
way, Dorchester ; Board of Trade, 


Lond.; Dr. H. Brown, Chisle- 
burst. | 
C.—Mr. J. Cabburn, Lond.; Dr. 


F. G. Crookshank, Lond. 

D.—Dennison Manufacturing Co., 
Lond.; Dr. . Dunstan, 
Lewes; Decimal Association, 
Lond, Acting Sec. of. 

E.—Dr. H. Elliot-Blake, Beer; 
Mr. D. L. Kadie, Edinburgh; 
Surg -Gen. G. J. H. Evatt, C.B.; 
Capt. J. T. Enright, R.A.M.C. 

P.—Mr. A. Foster, Christchurch. 

G.—Col. G. E Gask, R.A.M.C.; 
General Medical Council, Lond.; 
Mr. W. J. Gooding, New Malden. 

H.—Dr. J. B. Hellier, Leeds. 

K.—King Ed ward VII. Sanatorium, 
Midhurst, Council of ; Dr. W. W 
Keen, Philadelphia. 

L.—Local Government 


L nt. 
M.—Prof. C. 
Dr 


Board, 


A. Morton, Bristol; 
; . ©. MeVail, Lond; 
Ministry of Food, Lond.; Dr. 
P. Maherley, Crosshaven ; 
Dr. C. J. Macalister, Liverpool ; 
Messrs. Horace Marshall and 


Son, Lond.; Sir Berkeley Moyni 
han, Leeds. 

N.—National Baby Week Council, 
Lond.; National Health Insur 
ance Commissioners, Lond.; 
National Medical Union, Lond., 
Acting Hon. See. of. 

0.—Province of Ontario, Legisla 
tive Assembly; Ur. M. DU 
O'Connell. 

P.-—Prof. F. G. Parsons, Lond.; Th 
Psychoanalytic Review, New 
York ; Miss K. Pilkington, Lond.; 
Major H. P. Pickerill, N.Z.M.C. 


R.—Royal College of Physicians o 


London; Royal Society, Lond; 
Mr. H. Rundle, Southsea; Roya 
Institution, Lond. 

8.—Dr. G. E. Shuttleworth, Lond 
Dr. P. de Santi, Lond.; Society 
of Apothecaries of London, Sec 
of; Dr. P. Stocks, Lond.; Dr 
M. H. Smith, Portland ; Mrs. M 
Sargent, Lond.; South London 
Hospital for Women, Sec. of; 


Dr. S. N. Scott, Plymstock; 
Dr. R. H. Steen, Dartford ; Capt. 
N. I. Spriggs, R.A.M.C.(T.) 


Society for the Relief of Widows 
and Orphans of Medical Men 
Lond.; Mr. S. P. Smyth, Belfast 
Dr. G. F. Still, Lond. 

T.—Truth, Lond., Editor of ; Major 
G G. Turzer, R.A.M.C.(T.) 

V.—Virol, Ltd., Lond. 

W.—Capt. J. T. Westby, R.A.M.C. 
Mr. W. Wilson, Birmingham 
Capt. H. EB. Wall, R.A.M.C. 


Major W. J. Wilson, R.A.M.C. 
Dr. R.C. Wingfield, Lond.; Majo 
H. Waite, R.A.M.C.(T.) 

Y.—Dr. R. A. Young, Lond.; Dr. 
G. Young, Colchester. 
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Appomntments, 


uecessful applicants for vacancies, Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to furward to Tae Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such informaiion for gratuitous publication. si 


unDAS, GRACE H., ¥.R.C.S. Irel., D.P.H. Cantab., has been appointed 
Medical Officer of Health for Ilford pro. tem. 

RicHMOND, J W., M.B., Ch.B. Glasg., Certifying Surgeon under the 
Factory and Workshop Acts for the Tunstall District of the county 
of Stafford. 

VypER, W., M.B., Ch.B. Glasg., Certifying Surgeon under the Factory 
= oe Acts for the Motherwell District of the county of 

nark, 





V xcancies, 


For further information refer to the advertisement columns. 

edford County Hospital.—Res. M.O. £150 

rostol Royal Infirmary.—H.P.and H.S. £120 

imbridge, Addenbrooke's Hospital.—H.S. £300. 

nterbury, Kent and Canterbury Hoxpital.—Hon. 8. 

irdiganshire County Council.—County M.O.H. £500. 

irlisle Non- Provident Dispensary.—Res. M.O. 2250. 

hester Royal Infirmary —H.S. £150. 

revonport, Royal Albert Hospital.—Res. H.S. £200. 
Durham County Council —Female M.O. £400. 

yyptian Ministry of Education.—Female M.O. £492. 

velina Hospital for Children, Southwark, S.E.—H P. £160. 
reat Northern Central Hospital, Holloway, N.—Casualty Officer. £130. 
uy's Hospital.—Chief Clin. Asst. in Massage Dept. 1g. per attendance. 
lospitat for Consumption, Brompton.—H.P. for 6 ms. 30 gs. 

fospital for Sick Children, Great Ormond-street, W.C.—H.S. £100. 
ent Education Committee, Maidstone.—Temp. Sch. Med. Insp. and 
M.O. of Sch. Clin. ). 

ceeds. Indoor Institution, Beckett-street.—Asst. M.O. £215. 

verpool Infirmary for Children.—Res. H P. £90. 

verpool Stanley Hospital.—R.M.O. £200. 
Manchester Corporation.—Temp. Asst. Tuberc. Officer. £450. 
Manchester, County Asylum,’ Prestwich.—Locum Tenens. £7 7s. per wk. 
| Royal Sea Bathing Hospital for Surgical Tuberculosis.—S 





sueen Charlotte's Lying-in Hospital, Marylebone-road 
logist and Registrar. £30. 

Royal London Ophthalmic Hospital, E.C.— Refraction Assts. £100. 

St. Mark's Hospital for Cancer, Fistula, and other Diseases of the Rectum 
E.C.—H.S. 2250. 

Southampton Free Eye Hospital.—H.S. £200. 

Victoria Hospital tor Children, Tite-street, Chelsea, S.W.—H.P. £200. 

Welle Asylum, Somerset.—Temp. Asst. M.O. for four weeks. 6 gs. p.wk. 

West London Hospital, Hammersmtth-road, W.—H.S. £4 4s. weeklv, 

Whipps Cross War Hospital, Leytonstone, E.—Res. M.O. £1 per day. 

Wolverhampton aud Staffordshire General Hospital.—R.M.O. £200. ~ 


Births, Mlarriages, and Beaths 


BIRTHS. 


PICKETT.—On May 20tb, at Penarve, Glenmore-road, Salisbury, to 
Gwenlluan, wife of Captain A. C. Pickett, R.A.M.C.—a daugater. 


» V.1WV.—Patho- 





MARRIAGES. 


Cricuton—Paton.—On June lst, at Holy Trinity Church, Redhill, 
Crawford Smith Crighton, M D., of Brooke Lodge, Redhill, to 
Isobel, daughter of the late Robert J. Paton, M.D., of Newport, 

on, 

Harviy—Cripps.—On May 3lst, at the Brompton Oratory. Captain 
Frank Melville Harvey, M.C., R.A.M.C., to Dorothy Elizabeth, 
eldest daughter of Mr. and Mrs. G. Thornton Cripps, of 
Amersham. 

HORSBURGH—CHALLENOR.—On May 27th, at Christ Church, Moss 
Side, Edward Leslie Horsburgh, M.D., B.S. Lond., Captain, 
R.A.M.C., to Irene Monica Challenor, B.A. Manch., only daughter 
of the Rev. J. W. Challenor, T.D. (Manchester Regt.), and of Mrs. 
Challenor, Christ Church Rectory, Moss Side, Manchester. 


DEATHS. 


Bury.—On May 3lst, at his residence, Acacia Grove, Chew Magna, 
Somerset, suddenly, from heart failure, G. W. Fleetwood Bury, 
F.R.C.S., aged 82 years. 

LeWwTrHWaAITE.—On May 22nd, at Pinewood, Wokingham, Berks, after 
operation, Alfred Lewthwaite, M.B., aged 40. 

MactEan.—On April 4th, in a German hospital, Captain Ivan C. 
Maclean, R.A.M.C., D.S.O., M.C. and Bar. 

N.B.—A fee oj 5s. is charged for the insertion of Notices of Births, 

Marriages, and Deaths. 











The Sowing journals, magazines, &c , have been received :— 
Annales de Medecine, British Dental Journal, Practitioner, Review 
of Neurology and Psychiatry, Journal of Laryngology, Rhinology, 
and Otology, Quarterly Journal of Medicine, Madras Medical 
Journal, Journal of State Medicine, British Journal of Ophthalmo- 
logy, British Journal of Dental Science, Canadian Journal of 
Medicine and Surgery 





otes, Short Comments, amd Anstoers 
to Correspondents. 


INDUSTRIAL SLACKNESS IN WOMEN. 


A REPORT by Captain M. Greenwood, R.A.M.C. (speciaP 
series, No. 16), to the Medical Research Committee on the 
Causes of Wastage of Labour in Munitions Factories 
Employing Women discovers onve more our ignorance of the 
principles of applied physiology. Wastage of woman’s 
labour in a number of representative factories is proved to 
be considerable, and the resulting employment under the 
best existing conditions to prejudice output, but the large 
proportion of this wastage is unexplained by the very careful 
data collected and analysed by Miss Thompson, Miss Willcox, 
and Miss Woods. Three out of five of the 11,000 women who 
left their work gave no reason for doing so or a reason that 
appeared to the investigators to be inadequate. The following 
up of absentees by an intelligent and sympathetic welfare 
department is required as a preliminary to any reasoned 
opinion on the causes producing this industrial slackness. 
One clue Captain Greenwood ventures to find. Women over 
23 years of age demonstrably come less well than young 
girls through the ordeal of actual physical work plus the 
general strain of factory life, although they bear the 
general strain alone witb equal impunity. He infers that 
the calls of home life on the older women leave them with 
less reserve of energy, and draws the practical deduction 
that the recraiting of the older women for the physically 
lighter labour and of the younger women for the mors 
strenuous tasks is worthy of attention. 


THE DIAGNOSIS OF PANCREATIC DISEASE. 
To the Editor of THE LANCET. 


S1r,—Attention has recently been directed, in numerous 
publications in the medical press, to acute yellow atrophy of 
the liver and other conditions of which jaundice is a marked 
feature ; some of these are hepatic in site, though frequently 
toxic in origin, but others are due to lesions of the pancreas. 
It is also recognised that inflammation and new growths of 
.the pancreas must be reckoned with in the causation of 
obscure abdominal conditions, some of which may ever 
present themselves as acute surgical emergencies. In each 
of these types of disease diagnosis is clinically difficult and 
often impossible; it is therefore advisable to ascertain 
whether any assistance can be derived from laboratory 
methods. The estimation of the amount of diastatic ferment 
present in the blood serum and urine affords a means of 
determining whether the pancreas is or is not in fault. 
Briefly stated, the rationale of the method is as follows: 

Diastatic ferment is continually being poured into the blood strean» 
from the glands excreting it, of which the pancreas is the most im- 
portant, and for clinical purposes need only be considered. Thence 
it is excreted by the kidneys, so that, in health, a constant mean level is 
maintained in the blood. If, however, there is any obstruction to the 
outflow of pancreatic juice into the duodenum the excess is absorbed 
into the blood, with the result that, if the kidneys are healthy, both the 
blood serum and the urine contain a bigher percentage of diastatic 
ferment which can be detected by analysis. Experimentally this has 
been found to oecur in dogs after ligature of the pancreatic duct and 
clinically has been observed in such conditions as new growths and 
cysts of the pancreas, adhesions round the duct causing obstruction 
thereof, passive congestion due to venous obstruction, and markedly in 
acute haemorrhagic pancreatitis. 

In these conditions there may be a rise up to 500 per cent. in the 
diastatic content of the serum and of the urine. 

An increase, however, in the serum alone may also be 
caused by inability of the kidneys to excrete ferment from 
blood with a normal content. This does actually occur in 
nephritis, but in practice difficulty does not arise, for ip 
such a case the diastatic level of the serum is raised and 
that of the urine diminished, whereas in pancreatic disease 
it is raised in both. In diabetes, incidentally, the values of 
neither are affected. 

The technique is quite simple, and was first described by 
the writer in the Quarterly Journal of Medicine (vol. ix.. 
No. 35, 1916), where results obtained in 70 cases were 
tabulated ; these have been confirmed by further experience. 
Full directions are given in that paper, but they may be 
briefly summarised as follows : 

For the test a total volume of about 2 c.cm. of serum is sufficient. Of 
this, a known quantity is placed in each of a series of 12 test tubes (of 
the size usually employed for the Wassermann reaction) in such a 
manner as to diminish in definite steps from 0°5 to 0°02 ¢c.cm. im 
tubes 1 to 12. Two c.em. of a 1 in 1000 solution of soluble starch are now 
added to each tube, the contents well mixed, and then incubated ina 
water bath for 30 minutes at 38°C 

The tubes are then removed and the same quantity of N/50 iodine 
solution rapidly aided to each ; a graduation ol colour from yellow to 
blue is observed, and the last tube which shows no trace of blue tint is 
noted. The end-point of the reaction is in practice quite sharp. 

Tne amount of serum which just digests 2 ec. of standard starch 
solution is thus determined 
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In all normal cases so far examined this amount has 
shown a practically constant value of 0°25 c.cm., and values 
fess than 0°2 c.cm. have been found to have a pathological 
significance. In the case of the urine it is necessary to take 
a 24-hours mixed specimen in order to avoid fluctuations 
due to digestive activity. 

The advantages claimed for this method—over such reac- 
tions as Cammidge’s, for instance—are simplicity of 
technique and greater reliability of results. The whole 
procedure can be performed on both blood and urine of the 
same case in 40 minutes. 

I am, Sir, yours faithfully, 
Percy Stocks, B.A., M.D. Cantab., M.B., Ch.B. Vict. 

The Virol Research Laboratories, Bedford-square, W.C., 

May 29th, 1918. 


PRECAUTIONS AGAINST MALARIA IN INDIA. 

THE added interest which is now being taken in the pre- 
vention of malaria among the fighting forces is evidenced by 
the following orders recently issued by the Commander-in- 
Chief in India to be read on parade once a week for one 
month. 

1. Company officers will inspect mosquito nets daily. Holes in the 
nets are to be darned and not sewn, as otherwise they are easily torn. 

2. It is forbidden te wear ‘‘ shorts” after sundown, and extra clothing 
or overcoats must invariably be worn in the evening as a precaution 
against chills. 

3. Men are to be warned that they are more likely to contract malaria 

in bazaars than in barracks. 
4. The protection of men on guard at night requires particular atten- 
tion. The issue of camphor, eucalyptus oil, lemon grass, or turpentine 
for the neck and hands will be found useful protection against mosquito 
bites. In areas where mosquitoes are prevalent veils and helmets will 
be worn instead of caps. Arrangements should be made to ensure that 
men on night duty are provided with some sort of hot meal during the 
term of night duty. 

5. Close supervision is required as regards the prophylactic issue of 
quinine for the periods recommended by the local authorities. Officers 
must attend quinine parades. Particular attention must be paid to the 


issue of quinine to the men who, owing to duty or other causes, are 
absent from these parades. 


6. It is imperative that the breeding of mosquitoes in pools of water 
near barracks be prevented. 


7. Strict orders are to be issued that men must report sick at once if 
they have the fever. On no account should men try to treat themselves 
It is added that unless all ranks coiperate whole-heartedly 
a severe outbreak of malaria will be prevented with difficulty, 
and that the responsibility of officers for the health of their 


men imposes on them the duty of neglecting no precautions 
to ensure that object. 


THE FITTING-OUT AND ADMINISTRATION OF A 
NAVAL HOSPITAL SHIP. 

AN excellent account of the evolution of the hospital ship 
is given in a well-illustrated little work with the above title, 
written by Fleet-Surgeon Edward Sutton, R.N. (London: 
Simpkin, Marshall, and Co. Bristol: John Wright and 
Sons. 1918. Pp. 110.) First heard of at the battle of Beachy 
Head in 1690, hospital ships were found to be of little avail 
during the sailing-ship era, and in practice were first 
employed in the China War of 1860. Female nurses were 
first carried in 1897 by R.N. Hospital Ship Malacca (in which 
the author of the book served), of which the senior M.O. 
was Staff-Surgeon A. G. P. Gipps, R.N. (now Lieutenant- 
Colonel, R.A.M.C.), and well known in the present war as 
the officer commanding troops of the Asturias, twice attacked 
by submarines. Fleet-Surgeon Sutton shows the essential 
difference between a naval hospital ship which is a base 
hospital afloat, receiving patients for treatment mainly, only 
occasionally for evacuation, and the military hospital ship, 
which belongs to the lines of communication, and takes 
patients for evacuation, only exceptionally for treatment, 
acting, in fact, in the language of the Navy, as a hospital 
carrier. The Drina, a naval hospital ship, on which the 
author served in the present war, was calculated for 224 
patients on a gross tonnage of 11,500 tons, with 50 tons per 
patient. On emergency, however, she could take 950 in all, 
one patient then to each 12 tons of ship, which is approxi- 
mately the Army practice. The organisation and administra- 
tion of the Drina is minutely detailed in a way that will be 
very useful to all working in naval hospital ships, showing 
them what the practice of a good ship had become in the 
early years of the war. The difficulties of administration 
are little discussed ; thus we are not told how to draw and 
issue food, quickly and hot, to a sudden large influx of 
patients. The schemes for showing continually what stores 
require replacement, and what beds are occupied and 
evacuable or empty, seem very complete. The hospital ship 
with a fleet has a considerable out-patient department, as 
she treats the men of the numerous auxiliaries who have no 
medical officers, and a great deal of dental and other 
specialist work is done on board, which may explain the 
need for keeping so many as three of the six junior medical 
ofticers on duty daily. 

The conditions required in the choice and fitting-out of a 
h >spital ship, as stated by an officer with the large experience 





of the author in ships so employed, merit careful considera- 
tion: Sufficient size, steadiness at sea, little vibration, 
only moderate speed (10 to 12 knots), that the ship be 
not too hot, nor the engine-room too large, nor coaling 
frequent; easy access to the wards, which shall extend 
the whole breadth of the ship, with lifts for food 
and patients, artificial supply to the wards of fresh warmed 
air, with extraction by fans from the annexes, and for each 
patient in the ward 500 cubic feet of space ; the operation 
room in covered connexion with the wards; plenty of fresh 
water (the Drina distilled 20 gallons a day for every person 
ordinarily on board); a laundry, and iast, but not least, a 
laboratory very completely equipped, accommodation for 
experimental animals not being forgotten. The elaborate 
paper work required to ensure that each patient received 
and discharged shall get his food, pay, and appropriate treat- 
ment, also his own property without loss, and shall reach 
his due destination with prompt notice to his friends if 
required, is all detailed here. he germ of a card-index 
system appears in the label board given in the book, and the 
methods of evacuating wounded by man-carriage and a 
small, light stretcher are interesting. We have reason to 
be obliged to the author. Such books appear too rarely 
from the Navy. 
BABY WEEK. 

ATan “At Home” recently held at 10, Downing-street, by 
Mrs. Lloyd George on behalf of the Children’s Jewel Fund, 
Dr. F. Truby King paid a warm tribute to the slum mother. 
He was amazed, he said, at some of the splendid babies 
reared in the London streets. In connexion with the exhibi- 
tion to be held at the Central Hall, Westminster, during 
Baby Week, Dr. Truby King has undertaken the section 
dealing with Infant Physiology and Comparison with Baby 
Piants and Animals, Dr. Eric Pritchard will give Directions 
on the Feeding of Infants, and Dr. Hector Cameron will 
direct the section which concerns Diseases of Infancy. At 
the conference to be held at the same place on July 2nd 
and 3rd Professor J. G. Adami and Dr. Amand Routh will 
speak on the subject of Ante-natal and Neo-natal Factors in 
Infant Mortality. A series of competitions for school 
children, teachers, and amateurs interested in literature, 
art, and music will be held in connexion with the National 
Baby Week, full particulars of which may be obtained from 
the secretary of the Council, 27A, Cavendish-square, W. 1. 


FIRST-AID AND EFFICIENCY IN THE FACTORY. 


MUCH time is lost in factories and many payments made 
by insurance companies owing to improper treatment of 
minor injuries which may even involve risk to life. Dr. 
Edgar L. Collis, Director of the Welfare and Health Sections 
of the Ministry of Munitions of War, presiding on May 30th 
at the third of a course of lectures on first-aid, held at the 
College of Ambulance (3, Vere-street, London, W.), ascribed 
this loss of time and effort chiefly to ignorance on the part of 
the workers, but also in some degree toa disinclination to 
lose time in passing from one part of the factory to another 
to get treatment. In introducing the lecturer, Dr. J. 
O’Donovan, chief medical adviser to the Ministry of 
Munitions of War, the chairman stated that the simple 
appliances for factory first-aid which would be shown had 
been worked out by Dr. O’Donovan, and had been used with 
satisfactory results in factories. The lecturer began by 
saying that in one factory employing 3800 workers 27 cuts 
occurred on one day, 3 bad bruises, 5 burns, 6 eye 
cases, and in a month a total of 670 cuts caused by 
the handling of a machine. Efficient first-aid was an 
imperative necessity. Dr. O’Donovan demonstrated the use 
of iodine capsules enclosed in cotton-wool, used either as 
swabs or for pouring the antiseptic directly into the wound, 
and the advantages of bandages with a tape at either end. 
For burns a bandage stained with picric acid was in use. 
The iodine spray was hardly to be relied on in factories, as 
it was usually empty when urgently needed. Efficient first- 
aid in the factory was a very different matter from first-aid 
as usually taught. The stock splints used for fixing a 
broken limb might be worse than useless for a severe 
crush, when a pillow simply folded round the limb and 
fixed with a very large safety-pin was the ideal treatment. 
For foreign bodies in the eye a harmless lotion con- 
taining a little cocaine was employed. If the foreign body 
could be removed with the camel-hair brush supplied, 
well and good; if not, the cocaine mitigated the pain, 
and a pad was placed over the eye until skilled treatment 
was available. The lecturer warned his hearers against the 
use of an ineffective magnet for the removal of particles of 
steel,and against the injurious practice current in some 
factories of licking the foreign cole out with the tongue or 
digging it out with aspud. The use of boracic lint for sores 


from abrasions or cuts, of the triangular bandage, the 
treatment of fainting fits, and the proper management of 
hysteria cases were dealt with, and the lecturer concluded 
by suggesting the elimination from the factory of grossly 
stupid or dangerous persons in the interest of public health. 
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